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OUR DEBT TO THE AGING 


WILLIAM SEAMAN BAINBRIDGE, M.D. 


NEW YORK 


Today the interrelationship and _inter- 
dependence of the mind and body are fully 
recognized. Not long ago, despite the ac- 
cepted view of the purpose of the mind and 
nervous system—to coordinate the function 
of every part of the organism with every 
other part and the body as a whole with its 
environment—the somatic largely was left 
out of the equation. Even today a wider 
horizon in the field of psychosomatic medi- 
cine calls for just such an organization as 
the American Geriatrics Society. Dr. 
Thewlis and his associates in this field will 
prove real benefactors to a multitude of 
people and will add to the practical knowl- 
edge of our profession. 

Winter bathers in icy waters, vegetarians, 
physical culturists, nudists, hormonites, vita- 
min devotees, all are seeking to retain youth, 
to prolong life, and to ward off old age. 
Countless experiments have been made to 
the end that man might enjoy the fruits of 
the land and the products of the mind up to 
his allotted three score years and ten—and 
longer. Old age pensions, old age insurance, 
and the very existence of the progressive 
American Geriatrics Society are evidence of 
the belief that more people will reach a riper 
age, in the normal course of living, than 
they did decades ago. 

How are we to define old age? What yard- 
stick is the proper one to use? Are we to 
judge by the tick of the watch, the turn of 
the calendar, the condition of the arteries, 
the metabolic rate, the alertness of the mind, 
the physical prowess of an individual—or by 
his reaction to the early days of spring? 


Read before the Second Annual Meeting, American Geriatrics 


Society, New York, June 9, 1944, 


There is the problem! We talk much of hy- 
giene, sanitation, preventive medicine, vac- 
cination, and proper diet; yet when men 
knew nothing of these things they lived 
years longer than we do today, despite our 
increased span of life. 

In days of economic stress, the man over 
30, especially in the business world, finds 
that he is beginning to pass the optimum 
of desirability. The man over 40 is some- 
thing of an anomaly. He is young physically 
and mentally, but old economically. We have 
here, then, a paradox: We are all striving 
to live longer, even though we may find our- 
selves ‘‘on the shelf’ earlier. 

In competitive sports, in combat warfare, 
in hazardous undertakings the accent is 
strongly placed on youth. When a prize 
fighter gets to be 28 he is aging, and when 
he is 38 he is old, physically perfect though 
he may be. 

But what of those occupations or circum- 
stances that demand poised judgment, bal- 
anced thinking, and long experience? What 
of the fine arts, such as music, painting, 
sculpture, and literature? What of the de- 
mands made upon tacticians and strategists, 
and the qualities required of diplomats, 
such as poise, sharp ability in the matching 
of wits, farsightedness, and careful analy- 
sis? Under these conditions the older man 
comes into his own and proves that Rabbi 
Ben Ezra was justified in speaking of “the 
last of life for which the first was made.” 

No one can arbitrarily set an age when 
man must lay down his work, kill his creat- 
ive genius, throw his talents to the winds, 
and give himself up—to what? I hardly need 
to mention that a man may be old at 20 and 
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young at 70. An active interest in daily 
events, a broad outlook, a sense of humor, a 
zest for living, all tend to keep 4 man young 
in spirit and in productivity, and often in 
physical well being, no matter how the years 
add up. The will to do is as great a factor 
today in keeping an individual a going con- 
cern as it has been since the earliest days. 
‘“‘As a man thinketh in his heart so is he” is 
still an incontrovertible truth, and science 
has just caught up with it. Today we can 
measure the effect of the mind on the metab- 
olism of an individual: when a thermometer 
is held tightly in each hand and the mind is 
strongly centered on one hand, the metabolic 
rate on that side, as expressed in mathemati- 
cal terms of temperature, can be increased. 
The transference of thought to the other 
hand causes the temperature to fall in the 
first hand and to rise on the side which is 
the new focus of thought. 

In this era of global warfare the older 
individual is becoming more and more im- 
portant. Men of experience are increasingly 
in demand in industry, in finance, in govern- 
ment, and in planning for the postwar world. 
As the young men go off to war, the older 
men are given an opportunity to prove their 
mettle—and they are doing so most success- 
fully in every conceivable field of endeavor. 
Lessened physical energy is often more than 
compensated for by the wisdom resulting 
from experience and long training. 

A number of years ago careful tests were 
made to find ‘‘the physical and mental abili- 
ties of later maturity.”’ Various comparisons 
were made between groups of men 25 to 35 
vears of age and men from 65 to 78. Twenty- 
five per cent of the older group equalled or 
excelled in intellectual ability the average 
of the younger men, and a number past 70 
vears stood well above the rank and file of 
men in their thirties. 

Sir William Osler once said—and_ it 
seemed to those who took him seriously that 
he was agreeing with the advocates of the 
lethal chamber for men over 60—: ‘Take 
the sum of human achievement in action, in 
art, in literature, subtract the work of the 
men above 40, and while we should miss 
great treasures, even priceless treasures, we 
would practically be where we are today... 
The effective vitalizing work of the world is 
done between the ages of 25 and 40.” But 
many years before Osler’s day, the great 
historian Macaulay said: “It is the law of 
our nature that the mind shall attain its full 
power by slow degrees, and this is especially 
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true of the most vigorous minds... That all 
the most valuable books of history, of phil- 
ology, of physical and metaphysical science, 
of divinity, of political economy, have been 
produced by men of mature years, will hard- 
ly be disputed.” Perhaps the truth lies be- 
tween these two statements. 

So much that is great and enduring in the 
world has come from individuals past 70 that 
perhaps you will permit me to mention a 
few of these: 

Gladstone and Bismark were considered 
abler at 70 than at any previous period in 
their lives, and Gladstone became Prime 
Minister of England at the age of 83. Palm- 
erston also was Prime Minister of England 
at the time of his death at 81. Masaryk was 
the President of Czechoslovakia at 83, and 
had made it one of the outstanding democra- 
cies of the world. Clemenceau was the pilot 
for war weary France at 76; Thiers helped 
establish the French republic at 74. David 
Lloyd George, who at 80 married his former 
secretary, a woman of 65, is a power still in 
the British Parliament. 

At 80 Benjamin Franklin helped frame 
the Constitution of the United States. When 
in his late eighties, Justice Oliver Wendell 
Holmes wrote some of his finest Supreme 
Court decisions. He served with distinction 
in that Court until he retired at 91; Roger 
B. Taney served in the Supreme Court until 
he was 87, John Marshall and Louis D. 
Brandeis until they were over 80, and 
Charles Evans Hughes until he was 79. 
Carter Glass of Virginia, “‘the youngest old 
man” in the Senate of the United States, is 
at 86 one of that body’s fastest thinkers, and 
nothing makes him more angry than to be 
called “‘venerable.”’ 

Von Moltke was chief of the Prussian 
Army at 88, and was largely responsible for 
the victory at Sedan in the war of 1870- 
1871. At the Battle of Waterloo, Bluecher 
was 73. 

Goethe wrote some of his finest poems at 
74, and at 81, just prior to his death, com- 
pletely revised his masterpiece, FAUST. 
Longfellow, Holmes, Whittier, Bryant, and 
Browning were writing some of their best 
poetry when they were over 75. Tennyson 
wrote “Crossing of the Bar” at 83. On his 
ninetieth birthday Theophrastus began his 
greatest work, CHARACTER OF MAN. William 
Lyon Phelps, the pride of Yale, was having 
books published at 76. When he was 96 my 
cousin, Dr. William Watts Folwell, first 
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President of the University of Minnesota, 
was working on the fourth and final volume 
of his HISTORY OF MINNESOTA. 

Nicholas Murray Butler at 82 is the Presi- 
dent of Columbia University. He is still a 
great public speaker, with active interests 
in many directions. This past January 100- 
year-old Sir William Mulock, Chancellor of 
the University of Toronto, conferred the 
Honorary Degree of Doctor of Laws on 
Crown Prince Olaf of Norway. 

Michelangelo created some of his finest 
pieces of art when in the middle eighties. 
At 74 Tintoretto painted his greatest imagi- 
native masterpiece, ‘‘Paradise.”’ Titian was 
about 96 when he painted his well known 
“Madonna and Child,” and was working on 
a canvas, “Pieta,’”’ when he died at 99. At 
81 Verdi composed the opera, “Falstaff,” as 
well as other great pieces of music. Toscan- 
ini at 77 is still our greatest orchestra con- 
ductor. 

The Football Man of the Year for 1943 
was Amos Alonzo Stagg, 81 year old coach 
of the College of the Pacific in California, 
and in October, 1943, the United Press rated 
the College of the Pacific versus the Uni- 
versity of Southern California the top game 
of the year. Connie Mack, who has been 
manager of the Philadelphia Athletics for 
the past forty-three years, is now over 81. 

When he was 94, I operated on Rev. Dr. 
Ballard, the founder of the large religious 
center at Ocean Grove, New Jersey. He made 
an uneventful recovery after resection of the 
small intestine for gangrenous hernia, and 
continued his preaching until less than a 
year before his death at 99 years. At 88 
John Wesley was preaching regularly. 

At 73 a man entered law school as a fresh- 
man and a woman began to learn to ski; at 
75 a man started his first novel. At 80 a wo- 
man was cutting her third set of teeth; at 
100 a man filed suit for divorce and planned 
to remarry; at 94 a man became a father. 
At 70 a grandmother was graduated from 
the University of California; at 72 she had 
her Master’s degree; at 80 she crashed the 
movies; and now, over 83, she is still going 
strong! 

A woman of 80 at the present time is 
working as a clerk in the auditing division 
of the Navy Department, having passed 
both the written and physical examinations 
of the Civil Service. When past 70 Rosa 
Bonheur painted some of her most famous 
horses. Madame Clara Schumann taught 
music at the conservatory at Frankfort-am- 
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Main until she was 73. At 78 Caroline Lu- 
cretia Herschell, in January, 1800, com- 
pleted the identification of 2500 nebulae dis- 
covered by her brother, and received the 
gold medal presented by the Astronomical 
Society of London; at 96 she received a gold 
medal from the King of Prussia. When she 
was long past 70, and had had one leg ampu- 
tated, Sarah Bernhardt thrilled vast audi- 
ences in America by her acting. At 82 Fanny 
Kemble was having her books published, and 
at 85 Clara Barton wrote STORY OF My 
CHILDHOOD. At 84 my mother wrote one of 
her most successful books. At 75, Dr. Eliza- 
beth Blackwell, the pioneer in medical edu- 
cation for women and the first woman medi- 
cal graduate (1849), wrote THE HUMAN 
ELEMENT IN SEX. 

When the great d’Arsonval, the father of 
electric surgery, was far past 80, I visited 
him one Sunday morning in his laboratory 
in Paris. I found the great scientist alone, 
busily at work. I said: “Professor d’Arson- 
val, you are working so hard; why do you 
not take things a little easier?” He replied: 
“T have mapped out for myself certain work 
which will take ten years. After that is ac- 
complished, I will take it a little easier.” 

“Old men,” said Hippocrates, “generally 
have less illness than young men, but such 
complaints as become chronic in old men 
generally last until death.”’” When we think 
of the individuals I have just mentioned, 
and countless others that can be added, one 
wonders if they feed on a special ambrosia 
that sets them apart and gives them their 
perennial quality of youth. An 80 year old 
French doctor was questioned on the sub- 
ject. His advice was simple: Drink no water 
and take as little exercise as possible! This 
seems in line with the longevity diet given 
by a woman to her 106-year-old husband: 
“T feed him on milk, whiskey, and flattery, 
and find that the last two are the most po- 
tent.” 

But somehow it strikes me that Mandy, 
at the ripe age of 100, came nearer the truth. 
She was celebrating’ her birthday, and 
friends came and went. One of them said: 
“Mandy, I understand you can go upstairs 
without puffing and blowing, that you enjoy 
a good piece of beefsteak, and have plenty 
of your own teeth with which to chew it. 
You can read, are interested in current 
events, and are happy. How do you do it?” 
“Well,” answered Mandy, “I has a recipe 
that I’se tried for the past fifty years, and 
expects to use it for the next fifty years. 
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Here it is: When I sits, I sits loose. When I 
works, I works slow. And when I sees a 
speck of trouble on the horizon coming my 
way, I goes to sleep.” 

The process of aging starts in the fetus. 
It is a condition common to all living things, 
at all ages, throughout all time; none can 
escape it while life lasts. Let bacteria get 
into the intestinal canal—and they do imme- 
diately after birth—and the process of de- 
terioration begins. The adequate elimination 
from our body of intrinsic and extrinsic 
poisons is the sine qua non of longevity. The 
toxins of fear, of anxiety, of mental or phy- 
sical overwork over an extended period, of 
infection of mind or body, shorten the span 
of life and handicap the individual with 
functional and organic disease. 

This statement brings to mind what Webb 
Pebloe, Prebendary of London, once said 
in my hearing: ““The greatest deterrent to 
mental, moral, and religious development is 
a sour stomach and a torpid liver.” 

In the time of Shakespeare, across from 
Anne Hathaway’s cottage, there lived a poet 
by the name of Quarles. In one of his poems 
he pictured the human body as a_ house 
where, without proper plumbing, one finds 
the timbers becoming decayed, the joints of 
the joists swollen, the place finally uninhab- 
itable, and the tenant compelled to move out. 
A classical picture of a rheumatoid condi- 
tion! 

The American Geriatrics Society is com- 
posed of those who deal with the pathology 
of the older years, but far more with the 
prevention of disease and the effort to in- 
crease the span of useful life. The great and 
new specialty of geriatrics has in it, how- 
ever, the germ of real danger; for if the 
mind is centered on man’s senescence, a 
phobic state may result from suggestion. 
“Solemnity is a real disease,” said Voltaire, 
and you and I know that the infective virus 
of that disease may be transmitted to a pa- 
tient by the ominous shake of a physician’s 
head, or a depressing intonation of his voice. 
One of the most distressing and destructive 
of all diseases is the old age complex, for it 
weakens and destroys faith and hope and 
ability. It seems to me that we can in part 
pay our debt to the aging by instilling in 
their minds and hearts hope and courage 
and belief in their ability to dare and to do. 
Emphasis should not be placed on the dis- 
eases of the aging but, if it is at all possible, 
on the lack of them. That is one of our chal- 
lenges! One of the great contributions of 
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this Society will be the emphasis it places 
upon periodic health examinations, especial- 
ly during the afternoon and evening of life, 
so that the beginnings of disease may be 
caught in time and checked or eradicated 
when possible. Our Society will thus help 
to prolong life’s sunset and ward off many 
preventable storms. 

In closing, I cannot resist quoting a few 
lines of verse written by one of our con- 
freres: 


Grandfather toiled forty years on the farm, 
And his health was remarkably good; 

No doctor emitted a grunt of alarm 

When he found where his blood pressure stood. 
It may have been normal, we hope that it was, 
It may have been rather a bad one, 

But Grandfather lived on serenely because 

He never found out that he had one. 


34 Gramercy Park 





THE ART OF 
GERIATRIC PRACTICE 


MALFORD W. THEWLIS, M.D. 
WAKEFIELD, RHODE ISLAND 


Physicians, absorbed as they are in scien- 
tific work, sometimes forget the simpler 
methods of approach to illness. It is easy 
to neglect the human side of medicine. This 
article dealing with simple things you al- 
ready know is a reminder that understand- 
ing must be combined with scientific meth- 
ods and that the health of patients may be 
undermined by a careless selection of words. 


Reactions to Disease 


Many of us have wondered why old per- 
sons often continue to live in spite of a 
variety of accumulated diseases. One such 
patient came to me at the age of 60 with 
arteriosclerosis, arterial hypertension, dia- 
betes mellitus, chronic nephritis, and pul- 
monary tuberculosis; yet he worked as a 
woolsorter for eight years without missing 
a day. At long last he succumbed suddenly 
to pulmonary hemorrhage. 

Why did a man so disease ridden live this 
long? Certainly a postmortem examination 
would not yield the answer. The favorable 
factors in his case were his philosophic point 
of view and the comparative economic se- 
curity he enjoyed. The point I want to 
stress is that one person, well adjusted men- 
tally, can live many years in comparative 
comfort in spite of organic disease, while 
another with exaggerated fears can be felled 


~ -Read_ before the Second Annual Meeting, American Geri- 
atrics Society, New York City, June 9, 1944. 
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by a single ailment. The first mentioned pa- 
tient’s constitutional background was favor- 
able, and enabled him to carry a pathologic 
overload without collapsing. The man faced 
realities. When told that he had to take in- 
sulin, he asked for instructions and took im- 
mediate action. Another man, aged 70, 
under treatment for diabetes mellitus, re- 
fused to take insulin and died a few months 
later, as much from the impact of the diag- 
nosis as from the disease itself. Here are 
examples of contrasting reactions to disease 
in persons who seemed to be of similar con- 
stitutional types. The first possessed a re- 
ceptive mind; the second was mentally rigid. 

Some people react badly to any pathologic 
process; they are affected mentally even by 
a “cold” in the head. Patients with arterial 
hypertension can easily shorten their days 
through worry. Many patients now in their 
graves would still be alive if some physician 
had not frightened them with a diagnosis 
of arterial hypertension. Such a diagnosis 
is sometimes made from a single abnormal 
reading which might have been due to the 
fact that the physician himself acted as a 
factor in elevating blood pressure. On the 
other hand, a man with cancer of the lung 
may be the type who proves Osler’s theory 
that a man with cancer may live a year or 
longer after he has received encouragement, 
especially if this encouragement is fortified 
by treatment with x-ray, thus utilizing all 
forces to combat disease. The difficulty is 
that few physicians can encourage a person 
with inoperable cancer. One can, however, 
divert the patient’s attention and avoid con- 
versation on the subject as much as possible. 
Time and time again I have carried patients 
through treatments for cancer with radium 
or X-rays, and have been surprised to find 
that discussion was hardly necessary. 


Words That Kill 


There are some words which really kill 
patients; they dwell on them and shorten 
their lives by worry. Cancer is the most 
dreaded word in the language; tumor is far 
gentler. Arthritis, a ruthless word, cripples 
as many aged as does the disease itself. Apo- 
plexy and stroke are also terrifying words. 
Bright’s disease is another panic-producing 
word; nephritis is less frightening. High 
blood pressure is a term to be avoided if pos- 
sible. One might better substitute, ‘The 
blood pressure is somewhat above normal.” 
Arteriosclerosis is another frightening term. 
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I seldom use it unless it seems absolutely 
necessary, and in such a case I remark that 
most elderly people have arteriosclerosis. 

Elderly persons are particularly suscep- 
tible to suggestions created by badly chosen 
words. One of my colleagues, aged 68, an 
active physician, went to bed for a week 
when a patient he had been treating for 
years discharged him, saying that he wanted 
a younger physician who was more up-to- 
date. These words made such an impression 
on this elderly physician that he was really 
ill for several days. What happens, then, to 
the person whose health is undermined when 
he receives some such jolt from a physician? 

Telling old persons that they are suffer- 
ing from “old age” is a safe way of commit- 
ting homicide. Unconsciously I disheartened 
a family by telling a daughter that her 
mother was suffering from premature old 
age and that the condition was beyond re- 
pair. I forgot the possibility that relatives 
listen and tell. One should never refer to old 
age in the presence of old people. Better 
speak to them of advancing years or of ful- 
filled maturity. 


Diverting Conversation 


To answer a patient’s questions truthfully 
is a duty, but to volunteer information is sel- 
dom wise. It is often possible to divert a pa- 
tient’s attention from himself by mention- 
ing casually his grandchildren or his hobby. 
You may see anxiety disappear, temporarily 
at least. The old person, in such a mood, is 
more receptive to suggestions than if you 
had drawn for his benefit a diagram of a 
contracted kidney or an occluded coronary 
artery. I wonder if an indirect approach 
to the problems of the elderly patient is not 
advisable. 

Occasionally you will find a realist, who 
wants to know all the facts; he is entitled 
to them. He is the strong character who can 
face the worst. Such a patient is rare and 
should receive detailed information if he 
asks for it. 


Importance of History Taking 


How can the geriatrician give his elderly 
patients the optimum of menta] comfort? 
The most important factor is to allow the 
patient to tell his story. Then tell him to re- 
turn in a few days with any additional data 
he may have forgotten. During each visit the 
old person should be allowed to talk as much 
as he wants to. There are many old people 
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(and younger ones, too) who are handi- 
capped because they have no chance to ex- 
press themselves. What they want to talk 
about may seem insignificant to the physi- 
cian, but to the patient it is extremely im- 
portant. The geriatrician must be a good 
listener, never casual. Patients should be 
given time to say what they want to say. I 
usually allow an hour to take the history and 
another hour for the examination. After 
that the visits at the bedside or office can be 
short. Any physician will be well repaid for 
making a complete study. Every new patient 
should have ample time to give a full story 
and should not be interrupted. 


2sychosomatic Medicine 


Superficial psychotherapy —or perhaps 
one should say a knowledge of human na- 
ture—can solve many problems of the aged. 
If given the proper psychotherapy old per- 
sons with contracted kidneys, arteriosclero- 
sis, cardiac hypertrophy, arterial hyperten- 
sion, diabetes mellitus, diverticula, and other 
pathologic handicaps may outlive those who 
are apparently in good health. The satisfac- 
tion derived by the physician from the re- 
sults of such superficial psychotherapy is far 
greater than that derived from watching a 
postmortem examination. 

Psychosomatic medicine, therefore, is the 
keynote to successful geriatric practice. 
Those of us who do not specialize in psycho- 
somatic medicine must be content to use 
more elementary procedures. These elemen- 
tary procedures take care of perhaps 70 per 
cent of the patients who come under our ob- 
servation. The other 30 per cent must be 
under psychiatric care. 





Geriatrics and the War 


Now that World War II is approaching 
its climax, there will be added problems as- 
sociated with the elderly population. 

A short time ago I examined an 89 year 
old man to see if he was capable of handling 
his affairs, and was astonished to hear him 
discuss the war intelligently. He follows the 
progress of the war on maps, and nothing 
escapes his attention. He may disintegrate 
when the war is over and he finds nothing 
of vital interest to focus his thoughts on. 

It has been comparatively easy for the old 
to exist in wartime, when manpower is ur- 
gently needed; but those who are gainfully 
employed will find it difficult to retain posi- 
tions when there is no shortage of labor. A 
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percentage of their number will be burned 
out because of occupational strain, and 


others who have lived in a state of suspense, 
waiting for victory, will, through lack of in- 


terest, fade out mentally and emotionally 
and die. 


Conclusions 


By an understanding of human nature and 
a careful choice of words, the physician who 
deals with aged persons can do much to pro- 
long life and add to his patients’ happiness. 
The physician is also in a position to render 
a valuable service to his patients and to their 
families by cultivating a more tolerant atti- 
tude toward old age on the part of the 
family. 

My final message is: Let us not forget to 
use few and gentle words on the old person 
who is suffering from disease. 


Discussion 
Dr. Edward B. Allen (White Plains, N. Y.): Dr. 


Thewlis’ paper presents many new and_ unusual 
points of view—not new and unusual in the sense 
that they have not existed before, but in the sense 
that we have not thought about them. Dr. Thewlis 
has given attention not only to the science, but to 
the art of medical practice. He has considered the 
emotional as well as the intellectual status of his 
patients. He has approached the clinical problems 
that have arisen in his practice with feeling as well 
as thought. He has mixed these two ingredients 
necessary for any successful practice in such a man- 
ner that he has refrained from undue sentiment and 
has kept his attitude just by limiting it to sympathy. 

Physical examinations of older people should be 
repeated at regular intervals, but with due consider- 
ation for the patient’s feeling, in order to avoid any 
undue annoyance or fatigue. We should make this 
an examination not only of the patient’s physical 
status and physiology, but also of his attitudes and 
habits. His headaches may be due to quarrels with 
his employer rather than to vascular hypertension, 
and his indigestion may be the result of a visit 
from a disagreeable relative rather than the pro- 
drome of an ulcer. The number of hours he sleeps 
and the manner in which he spends his leisure time 
may be more important than what his tissues reveal 
at the moment. 

I agree with Dr. Thewlis that multiple diseases 
can best be treated in the aging by helping them 
to develop a cheerful and complacent attitude. We 
can be especially helpful by reflecting such an atti- 
tude ourselves. We should also remember that 
where multiple diseases arise in the elderly, they 
often tend to compensate for one another. Don’t at- 
tempt to treat them all simultaneously. Nature may 
have effected a satisfactory balance that it would 
be unwise to interrupt. Treatment should be sup- 
portive and supplementary rather than alterative 
in character. Small doses of any medication, re- 
peated at intervals, are preferable to larger ones. 
A patient of mine, over 80, with a low grade cystitis 
does very well on a dosage of 0.5 Gm. of sulfathia- 
zole once daily. If the temperature rises, or the 
urinary sediment shows an increase in leukocytes 
the same dose is given two or three times daily. I 
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have been informed that in the days when home- 
opathy was more prevalent than it is today, those 
practicing it made a great impression upon the ag- 
ing, and often effected surprisingly gratifying re- 
sults. Their repeated small doses certainly did no 
harm, and gave their patients assurance that some- 
thing was being done for them. In case of doubt 
about any medication, I would always give less 
rather than more in elderly persons. 

I wish to endorse Dr. Thewlis’ statements about 
taking the history, diverting conversations, listen- 
ing to what the patient has to say, and refraining 
from talking too much to him. The longer I prac- 
tice medicine the more I realize that patients who 
are in trouble come to me not so much to have their 
questions answered as to find someone who will 
listen to them and not interrupt. Oliver Wendell 
Holmes describes the necessary attitudes for a doc- 
tor in Elsie Verner: “The old doctor always came 
into the sickroom as if he had a consciousness that 
he was bringing sure relief. The way a patient 
snatches his first look at his doctor’s face to see 
whether he is doomed or reprieved is only to be met 
by an imperturbable mask of serenity, proof against 
anything and everything in a patient’s aspect.” 

As regards psychosomatic medicine, I look upon 
it as a new term for what the old country doctor 
was practicing long before the advent of the special- 
ist. It was good psychiatry and it was good medi- 
cine, because the physician of that era lived in the 
same community as his patients and had a compre- 
hensive knowledge of their life rather than the 
cross section impressions to which we are so often 
limited at present. 

As regards geriatrics and the war, I am afraid 
the diplomat, the politician, the financier, and the 
labor union leader will have more to say at the 
peace table than will the members of the medical 
profession. The doctors will be called in later to 
correct the errors of the others. 

There is one very significant thought in this pa- 
per of Dr. Thewlis: While it is important what we 
do, it is equally important how we do it in the prac- 
tice of geriatrics. 





A common method for suggesting fear to a pa- 
tient arises out of the universal hospital custom of 
standing around a patient’s bed and carrying on an 
earnest discussion of the signs, symptoms, labora- 
tory reports and history. Deep in thought, the staff 
appears grave, serious, and concerned while the dis- 
cussion is carried on in that peculiar medical jargon 
which is less understandable to the uninitiated than 
a foreign language. Then, the session being finished 
and an order given to the resident, the group passes 
to the next bed without an explanatory word nor 
even a single reassuring glance for the subject of 
all this formality. Out of this some kind of a sug- 
gestion is conveyed to the patient and none is more 
likely than a sense of the gravity of his plight, 
alone and helpless, surrounded by unfriendly or un- 
comprehending people who tell him nothing in words 
and who even hide their thoughts behind enigmatic 
smiles. Out of all this many persons become im- 
pressed with the idea that their illness is serious 
and the havoc this causes is furthered by the plain 
implication that they are considered to be either 
too ill or too dumb to grasp a sensible explanation. 
The whole thing is intensified by the frustration that 
naturally accompanies the failure to penetrate the 
poker faced smile of those whom he regards as su- 
perior beings. — Paul P. Swett: Suggestion as a 
Cause of Disease, Connecticut State M. J. 8:685 
(Oct.) 1944, 
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THE AGING PERSON 


Psychological and Psychopathological 
Aspects of Aging 


OSKAR DIETHELM, M.D. 
NEW YORK 


While much attention has been directed to 
the development of personality in childhood 
and adolescence, the phase of aging has been 
neglected. Surprisingly few efforts have 
been made to study the psychological 
changes in the individual, the meaning of 
socio-economic factors and group relation- 
ship, and psychopathological symptoms in 
the fifth decade and later. In observations 
on psychopathology the behavior of normal 
aging has not been sufficiently evaluated and 
has often been confused with pathological 
conditions. Overemphasis on isolated physi- 
cal and psychological signs of aging, with 
insufficient consideration of the whole per- 
sonality, has led to wrong attitudes and 
treatment. Frequently the distinction be- 
tween the aging and the aged person has 
been overlooked. In consequence, the aging 
person has been seriously handicapped and 
has often received incorrect medical and so- 
cial treatment. 

It is essential that one consider the person 
in his relationship to the group, to his chang- 
ing body, and to his mode of living in ever- 
changing times and environment. 


A person may become suddenly aware of 
aging by noticing changes in his body or in 
his environment. The death of contempo- 
rary friends, meetings with former friends 
after long intervals, or unexpected difficul- 
ties in securing positions force upon him the 
recognition of his own aging. Gradual 
changes in himself, obvious to persons in his 
environment but not to the individual, cause 
others to form attitudes and decisions which 
he notices and which worry or bewilder him. 


Physical Changes 


The attitude toward aging varies with in- 
dividuals. Symptoms have different mean- 
ings, dependent on the individual’s life and 
his cultural setting. Graying of the hair or 
increasing baldness may be a disturbing fac- 
tor. The loss of teeth, and. especially the 
need to use a dental plate, may be accepted 


From the New York Hospital and the Department of Psy- 
chiatry, Cornell University Medical College, New York. 

Read before the Second Annual Meeting of the American 
Geriatrics Society, New York, June 9, 1944, 
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only with great difficulty. Women especially 
are aware of skin changes. Decrease in mus- 
cular strength and declining ability for phy- 
sical exertion may result in disappointment 
and fretting. Poor posture, which results 
from inability to make the increased muscu- 
lar effort necessary to keep erect, may be 
an obvious sign of aging. In passing, it 
might be stated that in some individuals, ad- 
vancing years may bestow the privilege of 
expressing pride and dignity in gesture and 
posture. Probably the most misunderstood 
physiological event is the menopause which, 
as such, is not accompanied by psychopatho- 
logical phenomena and in itself is of no 
greater psychological importance than the 
menarche. Extensive medical and pseudo. 
medical folklore has made the menopause a 
dreaded event. Sexual decline, seen in de- 
creased attractiveness but not always in 
waning desires and potency, is important 
to many. The diminished acuity of sensa- 
tions and the shorter span of sensory per- 
ceptions, as well as loss of rhythm, may have 
practical significance for many artisans. 


Psychological Changes 


The important psychological changes in- 
clude decreased learning ability, which pre- 
cludes the ready shift to a different type of 
work or to a new mode of living. Decreased 
span of attention results in increased fatig- 
ability. 

With age, responsibilities increase and 
may greatly color one’s outlook on life, In- 
security develops when confidence in one’s 
body or in one’s earning power or social de- 
sirability is shaken. This insecurity leads to 
a need for self-protection, a readiness to de- 
fend what one has achieved, caution, and fre- 
quently indecision. These reactions are 
recognized in many of our social attitudes, 
such as the seniority rule of many working 
groups. When we consider this psychologi- 
cal development, it is not surprising to find 
so often irritability, anger, anxiety, and re- 
sentment as emotions which interfere in so- 
cial adjustment and have an undesirable 
physiological influence. Another expression 
of aging is the difference in emotional atti- 
tudes towards the past and future—a long- 
ing for the safety of the past and anxiety 
regarding the insecurity of the future. There 
may be a tendency to remember the lost op- 
portunities of youth and the failure to do 
justice to what one has gained from an ac- 
tive life. The desire to obtain what has been 
missed may lead to ill-considered adven- 
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tures. The attitude toward death gradually 
becomes a philosophical one. Death becomes 
accepted but anxiety arises in connection 
with the responsibilities involved. Loneli- 
ness may become an important factor in the 
life of the unmarried person and in that of 
many mothers whose children have grown 
out of the home. A narrowing of interests 
and a tendency to more aversions and to in- 
tolerance make a social reorientation diffi- 
cult. The need for increased recreation may 
often not be recognized by the active man 
and woman whose lives are filled with duties 
and responsibilities. Others may not know 
what type of recreation would suit them or 
how to find it. 


Psychopathological Reactions 


The psychopathological reactions of aging 
are linked closely to the personality develop- 
ment. Personality reactions are designated 
pathological (that is, psychopathological) if 
they are unusual in degree or if they occur 
outside of the age period in which they nor- 
mally occur. To illustrate: Loneliness is 
pathological if it prevents a person from 
leading a healthy life and obtaining satis- 
faction from his activities. A person also 
presents a pathological picture if at the age 
of 50 his outstanding traits and attitudes 
toward life correspond to those of a man of 
65. 

The most frequent psychopathological re- 
action of aging is anxiety, which is due to 
various types of insecurity. Insecurity may 
shake a person’s confidence in himself, in his 
body, in people, and in the attitudes of so- 
ciety. Anxiety may be expressed in general 
insecurity, in somatic symptoms and signs, 
and in an apprehensive attitude toward the 
future. Frequent depressive reactions are 
expressed in persistent or strong feelings of 
being lonely, discouraged, worried, defeated, 
depressed, or humiliated. Mild paranoid re- 
actions are seen in strong envy and resent- 
ment, suspiciousness toward competitors, in- 
tense aversion to specific situations or per- 
sons, and jealousy. In some persons these 
convictions may assume the strength of de- 
lusions. The formation of incapacitating 
rut-like behavior may be recognized early 
in the habits of an individual. This behavior 
becomes a most serious problem when it 
reaches the degree of withdrawal from so- 
ciety and general activities, of apathy, or 
depressive moods. An increasing rigidity of 
personal standards may readily give rise to 
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guilt feelings and dwelling on mistakes of 
the past, even those of youth and childhood. 
The loss of plasticity which characterizes 
every aging person may reach a pathological 
degree of rigidity with inability to adjust to 
people and life situations and with set modes 
of thinking, such as bias and prejudice. 


Assets of Age 


The assets which are characteristic of the 
aging period can be readily recognized in 
this psychological presentation. The normal 
aging person should have reached a position 
which gives him satisfaction and an increas- 
ingly restful attitude toward life. Among 
the features which make him valuable in his 
field are experience, persistence, and a need 
to keep working. These qualities balance 
the decreasing ability for learning, atten- 
tion, and imagination. Self-reliance and self- 
control cause him to be careful and exacting, 
so that he makes fewer mistakes due to 
haste and impulsiveness. Greater emotional 
stability not only produces better work, but 
may permit a better social adjustment of 
previously unstable and even psychopathic 
personalities. Stability of action is also im- 
proved by the tendency to take fewer risks 
and chances. The decline of sexual) restless- 
ness may be welcomed by many, especially 
if married life has been terminated or if the 
partner has aged sexually. In a wholesome 
society the conservatism of aging should be 
blended with the desire for change charac- 
teristic of youth. A tendency to turn from 
the outer to one’s inner world results in con- 
templation, deeper religious appreciation, 
and philosophical thinking. Although the 
capacity for enthusiasm seems to decrease, 
a higher sense of duty and obligation re- 
sults in stronger social consciousness, per- 
mitting participation in the activities of the 
community. The realities of life are more 
highly appreciated and necessary adjust- 
ments are correspondingly evaluated. 


The Proper Attitude Toward Aging 


The aging person does not have to be de- 
fended. His personality should be well 
understood, and accordingly he will be fully 
appreciated and the right role will be found 
for him in the right place. Crises of agin? 
are dependent on the individual and on socio- 
cultural factors. Many of these factors are 
remediable, and a fully successful life should 
be expected if possible compensations and 
protection for shortcomings are _ utilized. 


FUNCTIONAL PERSONALITY DISORDERS—ALLEN 


585 


Constructive help can be offered through 
analysis of individual situations, leading to 
the establishment of more impartiality, ob- 
jectivity, breadth, and perspective in the 
handling of these problems. Physicians must 
educate the public, especially employers, to 
recognize that experience, better use of tools, 
and steadier control of emotions result in 
better workmanship. It should also be recog- 
nized that the older person has developed a 
greater wisdom. Such education will form 
a sound basis for continued self-respecting 
work and for the rehabilitation of those who 
have lost it. For a healthy life, work and 
suitable recreation must be balanced and at- 
tention must be paid to physical needs. These 
factors must be suited to one’s life period. 

A reorientation of the attitude of the in- 
dividual and society toward the process of 
aging is urgently needed. Knowledge must 
take the place of misinformation and mis- 
apprehension. 





FUNCTIONAL PERSONALITY 
DISORDERS IN THE AGING 


EDWARD B. ALLEN, M.D. 
WHITE PLAINS, NEW YORK 


This is a clinical presentation of various 
types of functional personality disorders 
arising relatively early in the life span and 
continuing through the involutional period 
into old age. The term “functional” refers 
to an alteration in the function of the cen- 
tral nervous system without any associated 
demonstrable evidence of a chemical or 
structural change in this system. “Person- 
ality disorders” is used as a more inclusive 
term than mental disease to cover those syn- 
dromes which might be listed by some as 
nervous rather than mental. 

When a mental illness or personality dis- 
order is found in a patient over 50 years of 
age we must rule out first any toxic etiolog- 
ical factor which might produce a chemical 
alteration in the central nervous system. 
When this has been accomplished, we search 
for structural changes. If a thorough neu- 
rological examination fails to reveal any evi- 
dence of diffuse or localized brain atrophy, 
we check the blood pressure readings, care- 
fully palpate the peripheral -arteries, and 
look again at the retinal blood vessels with 
an ophthalmoscope. We try to exclude any 


Read before the Second Annual Meeting, American Geri- 
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cerebral vascular trauma or sclerosis. If all 
our findings are negative, but our patients 
are garrulous, reminiscent and forgetful, 
and display childish euphoria or unconcern 
about what would be matters of immediate 
import to those of younger years, we sus- 
pect senile dementia. 

If there is no discernible evidence of or- 
ganic pathology, we look for signs of depres- 
sion, agitation, lack of externalized interest, 
depersonalization, and hypochondriacal com- 
plaints, chiefly concerned with the gastro- 
intestinal tract and particularly with faulty 
elimination; or we look for fears of poverty, 
guilt, torture and even impending death. We 
expect such distorted behavior in a prepsy- 
chotic personality that was rigid and meth- 
odical. If we find such a syndrome, we diag- 
nose it as an involutional psychosis and type 
it as melancholic or paranoid, depending 
upon the preponderance of the trends. 

But there are other types of functional 
personality disorders occurring in patients 
over 50 years of age that come to our atten- 
tion. They have to be carefully differentiated 
from the types of mental illness I have out- 
lined above. The prognosis is relatively bet- 
ter for adjustment, if not for recovery. There 
is an increasing emphasis in the literature 
on these functional personality disorders, 
particularly those of the affective or emo- 
tional type occurring in the later decades of 
life. 

In 1942 Doty" made a study of 25 pa- 
tients who had a first attack of manic excite- 
ment during or after their fortieth year, or 
who in the same age period had had the first 
attack of a phasic affective illness in which 
periods of excitement alternated with 
periods of depression as the course of the 
illness continued. He pointed out that manic- 
depressive illnesses of the later life period 
are apt to be of a chronic nature. His study 
led to a modification of the belief that manic 
excitements are rare and depressions fre- 
quent in this age group. In 1943 Diethelm 
and Rockwell?) called to our attention the 
fact that the population over the age of 50 
is increasing and that the psychiatrist is 
confronted with a large group of aging 
people whose psychobiological and psycho- 
pathological reactions are not due to senile 
changes, but are problems characteristic of 
1. Doty, Edwin J.: A Study of Manic-Depressive Psychoses 

Occurring During the Later Life Period, Am. J. Psychiat. 

98:645-649 (Mar.) 1942. 


2. Diethelm, O. and Rockwell, F. V.: Psychopathology of 
Aging, Am. J. Psychiat, 99:553-556 (Jan.) 1943: 
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their age. They indicated that minor psycho- 
pathological reactions as well as full-fledged 
psychoses bring these patients to the physi- 
cian. They also found that in all the cases 
which they had an opportunity to study dis- 
sociative schizophrenic illnesses did not ap- 
pear late in life except in connection with 
toxic or neurogenic factors or as an exacer- 
bation of an old schizophrenic illness. 

I desire to present case material from the 
records of 3 male patients who came under 
my personal care at the New York Hospital, 
Westchester Division. They help to substan- 
tiate the above conclusions, although they 
were not selected for that purpose. While 
their ages averaged 78 years, they displayed 
no objective evidence of a toxic or neuro- 
genic mental disease. They could be legiti- 
mately classified as aged, but their person- 
alities were so dynamic in character and 
their illnesses had such a marked functional 
coloring that they deserve to be character- 
ized rather as aging. Each case illustrates 
one of three large general classifications of 
the functional disorders: the psychoneuroses 
or borderline disorders; the trend disorders 
classified loosely as the schizophrenias, but 
more accurately as the dementia praecox 
psychoses; and the affective disorders known 
as the manic-depressive psychoses. 


Case 1. Psychoneurosis, mixed type, with 
anxiety and hypochondriacal features. 


An inventor, aged 79, was referred to the 
hospital because of arthritis and a life-long 
anxious, worrisome mood. His extraction 
was mixed, English-Swedish. The mother 
had had an involutional depression and a 
maternal aunt had been addicted to opium. 
None of his generation of five had married. 


His physical health had been sufficiently 
good in the past to withstand the onslaught 
of varied advice and sedative therapy plus 
an operation for a questionable “chronic 
appendix.” His habitus was athletic. He had 
a right dorso-lumbar scoliosis, arthritis of 
the left wrist and hand, pyorrhea and cari- 
ous teeth. His vision was corrected for 
hyperopia, complicated by an incipient cat- 
aract of the right eye. Although his case 
had been diagnosed elsewhere as an anxiety 


‘neurosis with cerebral arteriosclerosis, there 


was no evidence of vascular hypertension 
or excessive arteriosclerotic change, in spite 
of a life-long anxiety; but there was a kink- 
ing of his retinal vessels and his radial ar- 
teries were moderately thickened. The blood 
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pressure averaged 130 to 140 systolic, 80 to 
86 diastolic. He was alert and had a clear 
sensorium, but was worrisome and hypo- 
chondriacal. He challenged anyone to help 
him. 

His extroverted, cyclothymic personality 
had enabled him to enjoy social affairs and 
the company of others. He had possessed 
sufficient energy to accomplish recognition 
as an engineer and scientist. In spite of 
these endowments he had been neurotic since 
childhood. His symptoms first attracted the 
attention of others when he was 16, and 
had to meet definite responsibilities. A celi- 
bate, he had had a life of psychosexual mal- 
adaptation only partly relieved by promis- 
cuity in his youth and auto-erotic practices 
in later life. He was fortunate in having 
sufficient means to take long vacations and 
go where he wished. On the other hand, such 
affluence led to his running from one neu- 
rologist or psychiatrist to another. One of 
his chief enjoyments was in persistently and 
successfully thwarting the attempts of all 
to relieve him. The cultivation of his neu- 
rosis appeared to be his chief avocation. He 
became a chronic psychoneurotic and had 
contact with many of the leaders in the de- 
velopment of psychiatry in this country. He 
could write from personal experience about 
their various schools of thought. He said, 
“They often said I could and would get well, 
but they are dead and I am still living and 
have my neurosis.” 


He remained throughout his two months’ 
hospital residence resistant to any form of 
psychotherapy other than assurance and 
suggestion. These relieved him for the mo- 
ment, but he recognized their limitations and 
was occasionally contemptuous. Physically 
his condition was improved by further at- 
tention to his teeth, by vitamin therapy, 
and by baking. He left the hospital much 
improved to return to his business interests. 
When last heard from a year ago, he was 
attending the meeting of a zoological society. 


This patient’s neurosis undoubtedly con- 
tributed to his longevity. It enabled him to 
give sufficient attention to his health and not 
to overdo in spite of his business success. It 
was demonstrated to him that it would be 
useless and detrimental to his best interests 
to try to relieve him of his neurosis, as it 
was his most valuable possession and gave 
him sufficient compensation for any feelings 
of inferiority. It was a potent weapon en- 
abling him to circumvent others and to feel 
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superior in pointing out their inability to 
help him. 


Case 2. Dementia praecox psychosis, 
paranoid type. 


A retired lawyer, aged 75, was referred 
to the hospital when he became disturbed 
by his paranoid delusions of many years’ 
standing and by increasing physical weak- 
ness over a six months’ period. His racial 
extraction was Irish and Jewish (English). 
The father had been irritable and neurotic, 
while the mother had been a spoiled child. 
Although sweet and affectionate in later 
years, she was ineffectual. 

The patient was of pyknic habitus. His 
tissues were soft and flabby. There was a 
moderate loss of hearing and vision and his 
teeth were in poor condition. There was a 
left-sided hypertrophy of the heart and the 
sounds were distant. The blood pressure 
varied from 140 to 170 systolic, 72 to 92 
diastolic. Both legs were edematous and 
there was pitting around the ankles. The 
arteries, including those of the retina, re- 
vealed no particular thickening. The essen- 
tial findings, confirmed by _ electrocardio- 
graph, were chronic myocarditis with mild 
hypertension, plus a disturbance of the car- 
bohydrate metabolism associated with the 
ingestion of large amounts of sweets. 

In the patient’s youth there had been con- 
siderable parental disharmony. He cham- 
pioned the cause of his mother, and was in 
recurring friction with his father. In later 
years, he resented his earlier religious in- 
fluences and developed the ability to think 
and act for himself. While liberal minded, 
he had difficulty adjusting in school to those 
of more static convictions. His intellectual 
endowment made him successful in the or- 
ganization of a university law school. The 
adjustment to his first marriage was satis- 
factory, and two healthy children were born 
of this match. His sister-in-law falsely ac- 
cused him of being responsible for his wife’s 
death, thus intensifying his difficulty in be- 
coming reconciled to this event. 

His first psychotic reactions appeared at 
the age of 39, when he became engaged to 
his second wife. He became delusional to the 
extent that he could not make a clear differ- 
entiation between his first and his second 
wife. In misidentifying his second wife as 
his first wife, he was able to think of his 
first wife as still living. At the same time 
he compensated for inferiority feelings with 
ideas of grandeur, and considered himself 
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of illustrious royal parentage. While he felt 
that he could not be killed, he often sus- 
pected hostile intentions on the part of 
others. A definite splitting of his person- 
ality occurred when he continued to be ac- 
curate about extra-personal matters, but ex- 
tremely delusional about those referable to 
his instinctive and personal emotional life. 
At times he gave evidence of reacting to 
auditory and visual hallucinations, and then 
later he would refer to them as “just simply 
thoughts in my mind.” 

When he came to the hospital he had been 
ill for thirty-five years. He continued to be 
alert and intelligent, however. He was able 
to make adequate observations of a non-per- 
sonal nature and to appreciate the fact that 
he was ill and incapacitated. He could voice 
his delusions and hallucinations without 
fear of argumentation, derision, or con- 
demnation. While he was aware that the 
members of the staff did not always agree 
with the ideas he expressed, he was appre- 
ciative of their listening to his remarks in a 
composed manner and he soon reflected this 
composure. His physical activities were 
limited, so as not to put too great a strain 
on his heart, and the edema subsided. His 
altered carbohydrate metabolism was _ suc- 
cessfully controlled by a reduction in his 
carbohydrate intake rather than by insulin. 
In this case any arteriosclerotic change was 
felt to be more clearly revealed in his metab- 
olism than in his psychopathology. 


He left the hospital after three and a half 
months in an improved condition. His para- 
noid trend and his cardiac limitations will 
continue. He will have to limit his carbo- 
hydrate intake the rest of his life, but he can 
live comfortably at home under his wife’s 
intelligent supervision and that of a local 
physician. 

This patient’s psychosis had enabled him 
to resolve a most distressing conflict and has 
made life tolerable for him. He still thinks 
that his first wife is living and interchanges 
her easily with his second wife without con- 
scious conflict. He also compensates for any 
inferiority feelings by considering himself 
of illustrious royal parentage and attributes 
any inner distress to the influence of ex- 
ternal hostile and jealous persons. He has 
thus built up a pathological defense against 
reality, but one that has saved him from an 
ever present consciousness of the adversities 
of his existence. 
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Case 3. Manic-depressive psychosis, 
depressive type. 


An author, aged 82, was referred to the 
hospital in his third depression with a limp 
resulting from a fall sustained a month pre- 
viously. He has remained in the hospital 
for about nine months, with the exception 
of a seven weeks’ visit home five months 
ago. He comes of long-lived, healthy Scotch 
stock. The father was an alcoholic, nervous 
and quarrelsome. 

At the time of his admission the patient 
looked at least twenty years younger than 
his age of 82. He was of dysplastic pyknic 
habitus. Although he was 20 pounds under- 
weight, his general physical condition was 
fair. While his brachial and radial arteries 
were palpable, the retinal arteries showed 
no special change. The blood pressure 
ranged from 122 to 140 systolic, 76 to 82 
diastolic. An electrocardiogram revealed a 
left ventricular preponderance. As the pa- 
tient was limping, an x-ray of his right hip 
was made and revealed an old fracture of 
the acetabular portion of the right ilium. 
Although there was considerable fibrotic 
production, the functional result was good 
following partial limitation of his move- 
ments for two weeks. 

There had been constant quarreling in his 
childhood home, due to his alcoholic father. 
The patient had sufficient ambition to over- 
come his lack of scholastic opportunities by 
self-education. His interests cover a narrow’ 
field — history and biography — very thor- 
oughly. He has been an impractical, ideal- 
istic, visionary person, who worked success- 
fully under management but failed with his 
own ventures. He indulged in many business 
interests with varying success, but after the 
age of 50 had many civic interests and 
founded a museum. He lectured and wrote 
about historical subjects. He ceased his 
moderate drinking at 45. 

Six healthy children resulted from his 
marriage at 24. This at first was happy, but 
some years before his wife’s death, when he 
was 57, he carried on an affair with a sec- 
retary which resulted in the birth of an il- 
legitimate child, a year before his wife’s 
death. He married the child’s mother and 
soon his second marriage was fraught with 
discord. His wife’s extravagance led to sev- 
eral separations. He showed an increasing 
moodiness, and of late years has been less 
productive with his writings. 
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His two previous depressions occurred at 
41 and at 67. The first was occasioned by 
financial losses, lasted six months, and did 
not require hospital care. The second was 
the result of worry over his second wife’s 
increasing financial demands. It was of 
three years’ duration, requiring residence in 
two mental hospitals. 

His third depressive and agitated mood 
was the result of worry over being a cause 
of concern to his relatives. It was decided 
to lessen the duration of this mood phase if 
possible, in spite of his age, a left ventricular 
hypertrophy, and the fibrotic union of his 
fracture. He was given a total of five grand 
mal and eleven petit mal electrically induced 
convulsions. All were produced under the 
influence of Intocostrin, an extract of curare, 
which lessens the amplitude of the convul- 
sive seizures. A month later the patient was 
sent home as recovered. He was able to give 
a short interview on a non-personal topic 
over a local broadcasting station and to start 
writing another history. 

The depressive features did not return, 
but the patient became gradually more agi- 
tated and was re-admitted to the hospital 
seven weeks after discharge. He is consist- 
ently concerned about his future. The prob- 
lem now is to find a proper place for him to 
adjust outside of the hospital under moder- 
ate nursing supervision. He is being en- 
couraged to continue his writing. 


Discussion 


Three case abstracts have been presented 
of patients aged 75 or over with definite evi- 
dence of functional mental disease. Two of 
these have returned to their homes and the 
third will soon leave the hospital. They rep- 
resent types of personality disorders which 
will become increasingly prevalent and will 
offer a problem to local communities. Stieg- 
litz) informs us that “In 1900, the average 
life expectancy at birth in the United States 
was only 47 years; in 1930 it had risen to 60 
years, and in 1940 to over 63 years. A rise 
of 16 years in expected longevity in only 40 
years of elapsed time gives one occasion to 
pause and to think.’ He states further‘) 
“Conservative estimates by the United 
States Bureau of the Census, assuming no 
new immigration or emigration, and ignor- 
ing the effects of the war, predict that in 
1980 more than 40 per cent of our people 


3. Stieglitz, Edward J.: Senescence and Industrial Efficiency. 
1. The General Problem, The Scientific Monthly, 58:410- 
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will be 45 years old or older.” Fisher) states 
that it has been estimated that by 1980 one 
third of our population will be 60 years of 
age or over. 


If these estimates are only approximated, 
it is evident that we will have a larger num- 
ber of patients with organic mental re- 
actions and with functional personality dis- 
orders in the later decades of life. Some of 
these disorders will occur in patients as old 
as those whose case records I have ab- 
stracted in this paper, or even older. It will 
be necessary to make a careful and accurate 
differentiation between functional and 
organic personality disorders in these pa- 
tients. But we should remember that even 
those with organic mental disease may re- 
cover and return to their homes. Clow'”’, in 
a study of 100 patients with psychosis and 
cerebral arteriosclerosis, reported that 11 of 
the patients recovered, 5 with slight residual 
defects, and that 49 improved sufficiently to 
return to their homes. These facts offer 
sufficient evidence that we should never lose 
our optimism or limit our therapeutic skill 
in the care of mentally ill patients, even 
though they are advanced in age. 

The case material presented reveals that 
the 3 patients, although each suffered from 
a different type of functional personality 
disorder, nevertheless had certain character- 
istics in common. They had all accomplished 
something worth while in life, had remained 
mentally alert, and continued to live largely 
in the present. They had all been emotional- 
lv distressed from time to time, but had ap- 
parently, through their escape into mental 
illness, been sufficiently relieved of their con- 
flicts that they had not suffered from severe 


vascular hypertension. Even the patient 
with dementia praecox, who had chronic 


myocarditis and signs of beginning cardiac 
decompensation on admission, had a systolic 
blood pressure ranging from 140 to 170. In 
no case had the diastolic blood pressure 
reached 100. They had all refrained from 
excessive use of alcohol, tobacco, or drugs. 
They had all had emotional and instinctive 
limitations, revealed chiefly in their psycho- 
sexual development. 

Both the psychoneurotie and the patient 
suffering from paranoid dementia praecox 
appeared to have mental illnesses that had 
5. Fisher, Gladys: Community Responsibility for the Aged. 

Pamphlet, Old Age Assistance, N. Y. State Dept. of Social 

Welfare, Albany, N. Y., Nov., 1943. 

5. Clow, Hollis E.: A Study of One Hundred Patients Suffer 


ing from Psychoses with Cerebral Arteriosclerosis, Am. J. 
Psychiat. 97:16-26 (July) 1940, 








590 NORTH CAROLINA 


offered them definite compensations in life. 
Their illnesses had caused them to receive 
sufficient medical and psychiatric attention 
and to avoid undue competition and stress. 
The neurosis of the first had given him a 
potency in circumventing his physicians to 
compensate for his lack of a mature psycho- 
sexual development, and the psychosis of the 
second gave him such expansive delusions 
that he refused to acknowledge the death of 
his first wife and was able to live more com- 
fortably with the second, often identifying 
her with the first. 

MacNider’, in discussing alterations in 
tissues associated with age, writes: ‘‘The de- 
sire of tissues for life and relatedness is 
abundant. They withstand repeated and 
continuous psychical and somatic insults for 
years before the signs of such injury de- 
velop. Even though the order of tissue 
change which may assert itself is of such an 
abnormal structure as to warrant its desig- 
nation “disease” yet it may be a morpholog- 
ical defense mechanism to maintain life and 
to stabilize it at a lower level of physiologi- 
cal effectiveness.” 

May we not paraphrase these words of 
MacNider and affirm that the first two pa- 
tients at least used their mental illnesses as 
functional defense mechanisms to maintain 
life and to stabilize it at a lower level of 
psychological effectiveness? 

The patient suffering from a manic-de- 
pressive disorder deserves more individual 
consideration. The hereditary factor, “long 
lived, healthy Scotch stock,’ undoubtedly 
contributed to his longevity. His mental ill- 
ness, characterized by recurrent depressions, 
necessitated a slowing up of his usual dy- 
namic personality, and during these depres- 
sions he atoned with a marked sense of guilt 
for the indiscretions of his more active 
years. What is more important for our con- 
sideration is the question of his treatment. 
Here was a patient of 82, with a recent frac- 
ture of his acetabulum and an electrocardio- 
gram revealing a left ventricular preponder- 
ance, who was given electric shock therapy. 
As a result the duration of his depression 
was undoubtedly shortened. It was termi- 
nated in about four months, where his pre- 
vious depression had lasted three years. 

Old age, minor cardiac complications and 
even recent fractures are not contraindica- 
tions to electric shock therapy if proper pre- 


6. MacNider, Wm. deB.: Age, Change and the Adapted Life, 
Science 99:415-419 (May 26) 1944. 
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cautions are taken. Every patient at the 
New York Hospital, Westchester Division, 
has a thorough physical examination by a 
member of the resident staff and by a con- 
sulting internist. X-ray films of the chest 
and spine, an electrocardiogram, blood chem- 
istry studies, cytology and serology tests, a 
urinalysis, and any special procedures that 
may be indicated are made before he is per- 
mitted to receive electric shock therapy. If 
there is any indication that the amplitude 
of the convulsive muscular contractions may 
lead to possible complication, the patient is 
given Intocostrin to lessen the force of the 
convulsive movements. This minimizes the 
dangers and greatly increases the sphere of 
usefulness of this form of shock therapy. 
Every patient has his chest and spine x- 
rayed again following the course of electric 
shock therapy to make sure that no frac- 
tures have occurred during the treatment 
which were not determined by clinical ob- 
servation. 


Conclusions 


While organic mental illnesses often have 
their onset in the later decades of life, the 
functional personality disorders that occur 
at this time are generally continuations or 
recurrences of disorders that had their on- 
set in the earlier decades of the life span. 
Even if the history gives no clue to a func- 
tional personality disorder before the later 
life period, it will at least reveal an unstable 
personality that escaped severe strain or 
stress in earlier years. While these func- 
tional personality disorders in the later life 
period show a tendency to become chronic, 
yet there are often remissions or intervals 
between disturbed episodes, when the pa- 
tients may live at home and make a fair so- 
cial adjustment. Old age and its associated 
physical limitations are not necessarily a 
contraindication to electric shock therapy if 
proper precautions are taken. 


Discussion 
Dr. Hollis E. Clow (White Plains, N. Y.): The 


causes of a personality disorder occurring in an 
aging individual do not always lend themselves to 
concise formulation. The fact that the person is ad- 
vanced in age naturally leads one to look for evi- 
dences of an organically determined disorder due to 
arteriosclerotic or senile changes. The fact that 
such organic changes are likely to be present in 
some degree requires an evaluation of the impor- 
tance of such conditions in the particular patient. 
At one extreme we have personality disorders 
marked by the insidious onset of such symptoms as 
memory defects, emotional lability, inability to 
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elaborate ideas, and deterioration of judgment and 
behavior which, particularly in the presence of 
arteriosclerotic cardiovascular disease and _ focal 
neurological signs, appear pretty clearly to be de- 
termined by organic brain disease. 

It is desirable, however, from the standpoint of 
both treatment and prognosis, that the important 
group of patients called to our attention by Dr. 
Allen is not overlooked. These patients do not show 
the usually accepted physical and mental evidence 
of organic impairment of the brain. Dr. Allen has 
described three such individuals in sufficient detail 
to show that they should be considered as having 
functional mental reactions, although all three were 
over 75 years of age. In each of these three pa- 
tients there was an exacerbation, occurring at an 
advanced age, of a personality disorder which had 
extended over many years. The first patient, who 
was 79 years of age, had a psychoneurosis of the 
mixed type with anxiety and hypochondriacal fea- 
tures. The second patient, aged 75, had dementia 
praecox of the paranoid type, while the third was 
diagnosed as having a recurrent manic depressive 
psychosis of the depressed type. Three types of per- 
sonality disorder are then represented. The favor- 
able response of these patients to treatment, which 
even included electric shock treatment modified with 
the use of Intocostrin in a patient 82 years of age, 
has been noted. These individuals were able to go 
home and to become again useful and active, even 
though retaining their previous peculiar habits of 
adjustment. It is important to note that one of them 
required considerable supervision by members of 
his family; this suggests the frequent necessity of 
educating the family to give the appropriate kind 
of attention to enable the patient to lead a con- 
tented life with a minimum of strain. Dr. Allen has 
pointed out the possible biological usefulness of 
their mental illnesses to two of these patients, in 
enabling-them to maintain life and stabilize it at 
the lower level of energy which their advancing 
years require. 

In addition to the personality disorders of the 
aging which appear definitely functional or definite- 
ly organic, Dr. Allen has mentioned another group 
in which there is definite evidence of organic brain 
disease such as is seen in psychosis with cerebral 
arteriosclerosis. This group is an important one to 
consider. Many such patients show memory defects, 
emotional lability, circumscription and turning in- 
ward of interests, and other mental and physical 
evidences of cerebral arteriosclerosis, which, how- 
ever, are not enough to produce a psychosis until 
the patient encounters some other difficulty. 

This situation was frequently seen in studies 
made at the Westchester Division of the New York 
Hospital on 100 consecutive patients admitted with 
the characteristic history and clinical findings of 
psychosis with cerebral arteriosclerosis. The elas- 
ticity of the personality and the capacity for ad- 
justment of many of these individuals appeared to 
have been limited by organic involvement of the 
brain which was not sufficient to produce a psy- 
chotic reaction, except under the stress of what often 
seemed to be comparatively minor physical, toxic 
and particularly emotional stresses. It appears rea- 
sonable that many such reactions should occur when 
we recognize that the more or less pronounced cere- 
bral arteriosclerosis which is present in aging in- 
dividuals is so common as to be thought of as nor- 
mal. Autopsies have shown no definite correlation 
between the amount of such cerebral arteriosclero- 
sis and the presence or severity of a psychotic re- 
action. 
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Dr. Allen has done a service in directing our at- 
tention to the fact that many of the personality dis- 
orders seen in the aging are on a functional basis 
and that this group of patients, together with many 
of those who have definite evidence of organic brain 
disease are amenable to treatment. 

These facts should encourage us to take a more 
optimistic view than that held by many who have 
considered that the psychoses occurring in old age 
are for the most part hopeless as far as any real 
possibility of remission is concerned, and that the 
chief aim of treatment is to see that the patients 
have good custodial care. 

Assiduous attention to the study and management 
of personality disorders occurring in the aging will 
undoubtedly do much to increase the happiness and 
— of this growing proportion of our popu- 
ation. 





THE OCCURRENCE AND TREATMENT 
OF DELIRIOUS REACTIONS IN 
THE AGING 


EDWIN J. Doty, M.D. 
NEW YORK CITY 


Delirium is a frequent and important type 
of personality reaction in older patients. The 
reaction is due to circulatory malsupport 
of the brain and is characterized by dis- 
ordered orientation, fear and hallucinations. 
The purpose of this presentation is to con- 
sider some of the factors responsible for this 
frequent occurrence, and to discuss the 
symptoms of the reaction and their manage- 
ment. The discussion will be along general 
lines and will not be particularly concerned 
with delirium occurring in the setting of 
cerebral arteriosclerosis or senile states. 


Frequency of Occurrence 


Regarding the frequency of occurrence, 
Robinson”? has reported on 128 patients over 
the age of 60, whom he studied in a neuro- 
psychiatric hospital during a five year 
period. In 27 patients (more than 20 per 
cent) the primary abnormal mental reaction 
was a delirious state. Another 27 patients 
had delirium superimposed on some other 
type of mental reaction, such as an agitated 
depression. I have been interested in com- 
paring this report with my experience of 
the past two years as psychiatric consultant 
to the New York Hospital. During this 
period 744 patients were studied on the 
wards and private services of the divisions 
of internal medicine, surgery, obstetrics and 
gynecology. About half, or 367 patients, 
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were between 40 and 81 years of age. In this 
group there were 53 patients who had deliri- 
ous reactions. In the younger group of 377 
patients, whose ages ranged between 12 and 
40 years, there were only 13 cases of de- 
lirium. In the older patients delirium due 
to disturbed brain physiology was four times 
as frequent as in the younger patients. 


Etiological Conditions 


The coneurrent physical conditions re. 
garded as etiologically related are of in- 
terest. They are conditions which occur fre- 
quently in older patients. Listed in the order 
of decreasing incidence, they are, in the older 
group: cardiac disease, postoperative states, 
pneumonia, hepatic cirrhosis, malignancy, 
fractures of bones, uremia, eye conditions, 
and hypertensive encephalopathy. In the 
younger group they are toxic reactions to 
drugs, postoperative and postpartum states, 
uremia and mastoiditis. 


Predisposing Factors 


Next let us consider some of the factors 
predisposing the older person to delirium. 
From the physiological standpoint it is gen- 
erally recognized that the aging individual 
shows a progressively reduced adjustability 
to the stresses imposed by sustained hyper- 
tension, cardiac or renal insufficiency, and 
metabolic disorders. In some patients pro- 
longed recumbency, contributing to circula- 
tory stasis, is an important factor. Cannon”, 
in discussing the homeostatic mechanisms 
which serve to maintain the relatively con- 
stant condition of extracellular fluids in the 
body, points out that these regulatory de- 
vices, although preserved in aging, suffer a 
progressive impairment in most individuals 
after about the fortieth year. Of great im- 
portance in disturbing the functions of the 
brain are such changes as reduction of oxy- 
gen exchange in respiration, lessened adapt- 
ability of the blood vessels, and diminished 
ability of the heart to accelerate. When these 
homeostatic mechanisms in the aging person 
are subjected to additional stress by physical 
diseases, injuries, or surgical operations, 
they are revealed as being increasingly lim- 
ited in their ability to preserve the uniform- 
ity of the body’s internal environment. In 
this greater ease with which the physiologi- 
cal mechanisms maintaining the support of 
the brain are disturbed, is found an explan- 
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ation of the more frequent occurrence of 
delirium in the later life period. 

Psychological changes incident to aging 
are also of importance in predisposing the 
older person to delirium. Experience and 
experimental studies show that perception 
is not as prompt and its span is not as long 
in the old as in the young”. These facts may 
contribute to a tendency to misinterpret 
environmental stimuli. Visual and auditory 
illusions thereby develop more readily. Diet- 
helm and Rockwell™, in their discussion of 
the psychopathology of aging, emphasize in- 
security regarding physique and personality 
fitness as the outstanding dynamic factor in 
psychopathological reactions in older people. 
These authors state that hallucinations and 
delusions develop readily in such settings of 
insecurity with anxiety. Although such men- 
tal symptoms were considered from the 
standpoint of psychological disturbances, 
these findings are of importance in explain- 
ing the readiness with which physiological 
changes precipitate delirium in older people. 
In this connection it is of interest that 
Drewry and Wall, in discussing the deliri- 
um of a female patient with cardiac disease, 
emphasized the patient’s underlying inse- 
curity and horror of growing old. Bullard, 
in his discussion of this article, stressed the 
importance of anxiety in the background of 
such delirium. The consideration of all of 
these predisposing and shaping factors is of 
importance in the prevention and treatment 
of these reactions. 


Symptoms 


Early symptoms of delirium are restless- 
ness and uneasiness, with increased sensi- 
tiveness to noise and light. Irritability and 
a tendency to emotional instability may next 
appear. The patient’s restless sleep is 
troubled with frightening dreams. Such an 
onset and development of symptoms may be 
fairly rapid following an operation, the de- 
velopment of a physical illness, or the ad- 
ministration of some drug. This is in con- 
trast to the slower onset and more insidious 
progression of symptoms in cerebral arterio- 
sclerotic and senile mental states. As the 
delirious reaction progresses, consciousness 
is clouded, and disturbed orientation and 
difficulties in grasp appear. Although some 
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patients are euphoric, the more usual emo- 
tional reaction is fear. This occurs partic- 
ularly in relation to illusions and hallucina- 
tions. These are frequently in the visual field 
and at first may be experienced only as the 
patient is falling asleep or awakening. They 
are parts of dream-like experiences which 
the patient may recognize as imaginations. 
The content of hallucinations is often fright- 
ening, the patient visualizing animal forms 
or situations threatening his safety. In some 
eases, hallucinations of position occur and 
the patient thinks that his bed is moving 
about in the room or that he is on a ship. 
Fluctuations in the level of awareness are 
characteristic; the patient may be oriented 
during the day and have nocturnal reappear- 
ance of fear, restlessness and hallucinations. 

With or without treatment the reaction 
may subside in one of the earlier phases. 
However, if the illness progresses, the pa- 
tient becomes more noisy, overactive, and 
uncooperative. Delusions appear which are 
usually in keeping with the hallucinations 
and are shaped in their content by the pa- 
tient’s emotional needs, personality prob- 
lems and life experiences. Such false beliefs 
are usually not fixed or woven together into 
any system. Etiological as well as person- 
ality determined factors lend a coloring to 
the form and content of the delirium. Cer- 
tain drugs may give more or less character- 
istic clinical pictures. The recognition of 
these pictures is important in treatment, as 
it focuses attention on causal factors which 
can be eliminated. As the patient’s fear 
grows, he becomes increasingly overactive. 
This greater exertion interferes progres- 
sively with the already disturbed support of 
the brain. 

Physical symptoms and signs are indis- 
tinctness of speech, tremors, incoordination 
and urinary incontinence. Dehydration, mal- 
nutrition and vitamin deficiency arise from 
the patient’s failure to eat and take fluids 
properly. The temperature is usually ele- 
vated, and laboratory studies may reveal 
leukocytosis, albuminuria and _ glycosuria. 
Robinson” has frequently found a diabetic 
type of glucose tolerance curve in elderly 
delirious patients. If the patient does not 
respond to treatment, coma followed by 
death may terminate the illness. However, 
with active treatment and a satisfactory re- 
sponse, the prognosis for recovery from the 
delirium is usually good, unless arterioscler- 
otic or senile changes are prominent. Even 
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with evidences of cerebral arteriosclerosis 
many patients respond well to treatment and 
recover from the delirium, although disturb- 
ances in recent memory persist. The dur- 
ation of a delirium ranges from a few days 
to several weeks. One author) reported 
an average duration of six weeks. 


Treatment 


Treatment in general is determined by an 
evaluation of etiological factors, by the de- 
gree of disorientation and fear, and by the 
character of the hallucinations and delu- 
sions’, Physical and mental examinations 
as thorough as possible should be done to 
form the basis for the therapeutic program. 
The early recognition of a developing deliri- 
um, so that responsible sedatives or other 
drugs can be discontinued, is important. 
Hydrotherapeutic measures or other meth- 
ods of securing rest and sleep for the pa- 
tient should be instituted. Also there should 
be treatment to promote excretion of drugs 
and waste products through the skin, kid- 
neys and bowel. Older patients with arterio- 
sclerotic changes in the brain and kidneys 
rather readily develop delirious reactions 
from the use of bromides for sedation. The 
elimination of this medication from the body 
is effected by the administration of sodium 
chloride in 6 to 12 Gm. doses daily, with 
maintenance of adequate fluid intake. 


In general it is best to avoid the use of 
chemical sedation in older patients whenever 
possible. In my experience the barbiturates 
appear to accentuate nocturnal confusion 
and restlessness in some elderly patients. If 
chemical sedatives have been employed they 
should be discontinued immediately on the 
detection of the earliest evidence of delirium. 
Too often the administration of such a drug 
is increased as the restlessness increases, 
thereby adding to the delirium. This situa- 
tion is particularly apt to occur in the elder- 
ly patient, with his decreased physiological 
adjustability. If a chemical sedative becomes 
necessary as overactivity develops, paralde- 
hyde given in 10 cc. doses by mouth or nasal 
tube is the sedative of choice. It is excreted 
readily, not accumulating in the body to add 
toxic factors to the delirium. If such seda- 
tion is employed, it is best if possible to con- 
fine its use to the night time. Avoid rectal 
administration of medications and other 
rectal manipulations such as giving enemas 
and taking temperature, as they may add to 
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the patient’s fear or produce undesirable 
erotic stimulation. For marked excitement 
it may be necessary to give hypodermically 
morphine sulfate in doses of 1/4 to 1/38 
grain, combined with scopolamine, 1/150 
grain. In the prolonged delirium of some 
senile patients, with restlessness and excite- 
ment, scopolamine in doses of 1/150 grain 
three or four times a day is helpful. 

To accomplish the important therapeutic 
aim of keeping the patient resting as much 
as possible, the use of continuous tubs (pro- 
longed baths) is the most desirable sedative 
measure. The water is circulated through 
the tub at a temperature of 97.5 F. In some 
older patients temperatures of 95.5 to 96.5 
F. produce more relaxation. The patient 
may remain in the tub for several hours if 
his reaction is favorable. Important contra- 
indications are the occurrence of unmanage- 
able degrees of excitement or circulatory em- 
barrassment. Wet packs may be used, but 
here there is even greater likelihood of an 
unfavorable circulatory reaction. Also in 
some patients there is an accentuation of 
fear because of the feeling of being re- 
strained. Mechanical restraint, such as ty- 
ing the patient down to the bed or immobil- 
izing his wrists and ankles, is always to be 
avoided. The confused, fearful patient does 
not understand such measures. He struggles 
to escape, thereby accentuating his fear. 
This additional exertion may lead to physi- 
cal collapse. 

Among the more important principles of 
treatment is the maintenance of adequate 
food and fluid intake. If the patient accepts 
food by mouth he should receive a soft diet 
of adequate caloric and vitamin composition 
—a diet which is easily assimilated and its 
residue easily eliminated. Frequent small 
feedings are desirable, and milk is excellent 
for nourishment between meals. If there is 
a history of preceding dietary deficiency, if 
the delirium is protracted, or if the patient 
has overindulged in alcohol, the parenteral 
administration of vitamins is important. If 
the patient is unable to take food and fluids 
by mouth, the use of tube feeding should not 
be postponed for long. This procedure should 
be explained to the patient before it is in- 
stituted. Robinson” attributes the recovery 
rate of 93 per cent that he achieved in treat- 
ing elderly delirious patients largely to the 
daily administration of infusions of 500 to 
1000 ce. of 10 per cent glucose in plain 
water. The solution was given at the rate 
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of 50 drops per minute and did not produce 
circulatory embarrassment or edema. Rob- 
inson believes that it is better than tube 
feeding in providing adequate nutrition. 

The nursing care of the delirious patient 
is a most important part of the treatment. 
Constant observation should be provided to 
protect the patient from self injury resulting 
from his confusion and fear. The elderly pa- 
tient is particularly susceptible to fractures 
of bones and injuries to soft tissues result- 
ing from falls. The slower healing of such 
injuries in older patients may make them 
serious obstacles to recovery. The patient 
should be guarded against suicidal attempts, 
particularly at night, when frightening hal- 
lucinations, disorientation and fear are us- 
ually more marked. It is advisable to keep 
the patient’s room lighted at night when he 
is not sleeping, and to have as few objects 
and shadows in the room as possible, as 
these seem to increase misinterpretations 
and fear. Confusing or puzzling treatments 
should be omitted or postponed, and neces- 
sary treatments should be explained before 
they are given. It is desirable to avoid 
changing the patient’s location and to have 
as few doctors and nurses caring for him 
as possible. Such measures are taken to 
avoid adding to his confusion. The patient 
should have few visitors and these prefer- 
ably familiar relatives who, when correctly 
identified, serve to reassure him. When there 
are no physical contraindications to the pa- 
tient’s being out of bed and this does not 
increase the restlessness, fear or confusion, 
it is better to interrupt prolonged recum- 
bency. In some older patients, remaining 
constantly in bed not only may contribute 
to the precipitation of a delirium but may 
lead to the development of circulatory stasis 
or bronchopneumonia. If it is necessary to 
keep the patient in bed, massage and fre- 
quent change of position may be of value in 
avoiding such complications. 

The doctors and nurses should frequently 
reassure the patient and offer simple explan- 
ations regarding his fears, delusions and 
hallucinations. They should not argue with 
the patient concerning these symptoms or 
take them lightly with a joking attitude. 
Rather, the patient should be encouraged to 
treat such experiences as vivid dreams which 
he will later regard as unreal. The content 
of a delirium may reveal deep and _ long- 
standing personality problems. It is unwise 
to attempt a therapeutic discussion of these 
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during the delirium when the patient’s com- 
prehension, insight and judgment are im- 
paired. Even after recovery it is usually 
better to be conservative in such discussion. 
Because of his reduced resiliency the older 
patient is less able to accomplish major al- 
terations in his personality adjustment. 


Conclusion 


Delirious reactions are frequent in the ag- 
ing. Their prevention and early recognition 
are important. In treatment essential fea- 
tures are the avoidance of restraint and of 


chemical sedation, with repeated reassur- 
ance. 
525 East 68th Street 


Discussion 


Dr. Harold W. Lovell: In his customary clear and 
concise manner, Dr. Doty has presented a summary 
discussion of delirious reactions in the aging. This 
is an exceedingly important subject today, and it is 
certain to become more so, because psychoses among 
the aged now constitute the major problem of psy- 
chiatry. The incidence of senile arteriosclerotic states 
is higher than that of all other psychoses combined 
(Dayton), and delirium occurs frequently in these 
settings. That Dr. Doty, as psychiatric consultant 
to one of the nation’s larger general hospitals, has 
diagnosed a delirious reaction once in each seven 
consultations among the age group between 40 and 
81 years is significant. It is of considerable interest 
also that more and more general hospitals through- 
out the land are making good and increasing use of 
their psychiatric consultants. 

To regard a delirious state as a “primary abnor- 
mal mental reaction” scarcely appears justifiable. 
Rather, at least among the aging, should we think 
in terms of disturbed physiology, psychologic 
stresses, and underlying personality factors. Physi- 
ologic and physiochemical mechanisms may have 
been over-emphasized in the past. We have come 
to learn, for example, that careful gross and micro- 
scopic examinations of the brain have failed too 
often to substantiate clinical diagnoses of senile 
dementia or arteriosclerotic psychosis (Rothschild), 
to correspond to the severity of these clinical 
syndromes. Psychologic stresses may be of great 
etiologic significance. Certainly anxiety associated 
with an increasing sense of insecurity concerning 
somatic disease cannot be overemphasized. The 
interaction of these dynamic forces must be: pro- 
foundly influenced by the nature of the personality 
substrata. Accurate evaluation of the relative im- 
portance of these factors is of prognostic value. 


The treatment of delirious reactions has been 
covered admirably in Dr. Doty’s paper. Note may be 
taken of the fact that bromides are eliminated less 
rapidly by attempted sodium chloride substitution 
than is generally supposed. This is particularly 
true of sodium chloride administration by mouth. 
Hospitals specially equipped for the care of delirious 
and aging patients offer the ideal in therapy. The 
physician in private practice, however, still finds 
himself handicapped in the management of delirium. 
In some situations he may be forced to rely on seda- 
tives. Paraldehyde, aside from being disagreeable, 
is not often effective. Experimentation with the 
other recommended drugs becomes the only alterna- 
tive. It is hoped that the chemists may yet bring 
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forth better and less toxic ones. Psychotherapy in- 
cludes the common sense measures recommended 
by Dr. Doty. Not the least of these is the selection 
of the proper nurse. There are important inter- 
personal as well as technical features of treatment. 
Those who, by personality make-up as well as 
training, contribute most to the security of delirious 
patients are the better nurses. Simplicity, sincerity, 
and sympathetic understanding are vzluable ad- 
juncts to therapy. 





PANCREATITIS IN OLDER PATIENTS 


WINGATE M. JOHNSON, M.D. 
and 


O. T. DAvis, M.D. 
WINSTON-SALEM 


Although Reginald Fitz, in 1889, described 
acute hemorrhagic pancreatitis on the basis 
of autopsy findings, acute pancreatitis was 
considered a comparatively rare condition 
until recently. Elman, of St. Louis, deserves 
credit for calling attention to the compara- 
tive frequency of acute pancreatic edema", 
and to the certainty with which this condi- 
tion can be diagnosed by the elevated serum 
amylase. He also deserves the lasting grati- 
tude of numerous patients who have been 


saved from operation by his insistence that 


most attacks of acute pancreatitis will sub- 
side if left alone. 

Our interest in the subject was 
when one of us (W.M.J.) was called on Feb- 
ruary 13, 1943, to see a 48 year old woman, 
a known diabetic, who for six years had had 
repeated attacks of upper abdominal pain, 
which were relieved only by a hypodermic 
injection of morphine. Her gallbladder had 
been removed twenty years previously. Since 
the attacks always subsided promptly after 
the opiate had been administered, it was 
thought by her family, her neighbors, and a 
number of doctors—including the senior. 
author—that she was too fond of the needle. 
Because this attack was unusually severe, a 
specimen of blood was obtained and taken 
to the Baptist Hospital laboratory for a de- 
termination of the amylase content. This 
was found to be well elevated—452 Somogyi 


aroused 
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units—, and the clinical diagnosis of acute 
pancreatitis was confirmed. 

Since our interest was stimulated by this 
case, 8 other cases of pancreatitis have been 
recognized clinically, and the diagnosis con- 
firmed in all but one by the finding of an 
elevated amylase (in blood or urine) or by 
the x-ray picture—a total of 9 cases in one 
man’s practice in a little more than a year. 
In addition, 3 other cases have been seen in 
the Baptist Hospital within the same period 
of time—making 12 altogether. Of these pa- 
tients the youngest was 17 years of age, the 
oldest 88. Seven cases occurred in patients 
over 50, and 3 others in patients 47, 48, and 
49 respectively. These 10 cases in patients 
over 45 years of age form the basis for this 
paper. 

We feel that the subject is important for 
at least three reasons: (1) acute pancreati- 
tis is much more common than is generally 
believed, as is evidenced by the number of 
cases encountered in a little more than a 
year; (2) its recognition is not so difficult 
if one is on the alert, but it is easily over- 
looked if one is not; and (3) its early recog- 
nition is important, since it rarely requires 
immediate—if any—operation, although 
simulating a surgical emergency. 





General Considerations 


Of the 10 patients past 47, 6 were females, 
4 males. The average age was 581%. All the 
women but one were plump; three of the 
men were slender, the fourth was of average 
physique. All the women and one of the men 
had had previous gallbladder disease; two 
women had had cholecystectomies. 

Only one of the patients had diabetes. In 
four non-diabetics tested, the blood sugar 
during the attack was found to be within 
normal limits. 

Although alcohol is considered to be a fre- 
quent predisposing or exciting factor in pan- 
creatitis, none of these patients drank to ex- 
cess, and most of them not at all. 

According to the degree of damage done 
to the pancreas, acute pancreatitis may be 
classified as edematous, hemorrhagic, or sup- 
purative. We feel that 3 of these cases were 
hemorrhagic, the remaining 7 edematous. 


Etiology 


The etiology of pancreatitis is’ far from 
clear. The factors most generally accepted 
as causes are: (1) regurgitation of bile, re- 
sulting from a stone in the ampulla of Vater, 
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from edematous occlusion of the ampulla, 
or from spasm of the sphincter of Oddi; 
(2) infection; (8) vascular occlusion; (4) 
metaplasia of the ducts, causing obstruction ; 
and (5) rupture of an over-distended duc- 
tule brought on by a heavy meal or by the 
ingestion of a large amount of alcohol. 

Although it is now generally recognized 
that Opie’ was mistaken in thinking that 
acute pancreatitis was always due to the re- 
gurgitation of bile into the pancreatic duct, 
its frequent association with gallbladder dis- 
ease must be more than coincidental. In 5 
of our cases, it is probable that the associ- 
ated cholecystitis had a causative relation. 
Four of these patients had had repeated at- 
tacks of biliary colic prior to the recognition 
of their pancreatitis. 

In at least 2 of our patients, we feel that 
the attacks were due to vascular occlusion. 
Both these were men, one 88 years old, the 
other 67. Both had well marked arterio- 
sclerotic changes. At least 2 of our other 
cases may have had a vascular basis. Ken- 
neth Lynch found that 3 of 18 cases seen 
by him at autopsy were due to vascular oc- 
clusion, and thinks that 3 more may have 
been due to small vessel obstruction. He 
noted that in 2 patients with malignant hy- 
pertension, “there was extensive arteriolar 
sclerosis and arteriolar necrosis in the pan- 
creas, and ... extensive organizing throm- 
bosis of arteries and veins.” Dr. R. P. More- 
head” has noted that in hypertensive indi- 
viduals coming to autopsy the degree of 
arteriolar sclerosis in the pancreas is almost 
as great as that in the kidney. 

In the first patient mentioned (Mrs. C.R. 
F.), who has had innumerable attacks over 
a period of six years, we feel that the most 
probable cause is a pancreatic calculus. One 
x-ray film showed a shadow which “might 
be a pancreatic calculus,” but upon which 
our x-ray department will not stake its 
reputation. 

Since the etiology of pancreatitis is still 
a matter of considerable doubt, we will not 
hazard a guess at the causative factor in the 
remainder of our cases. 


Symptoms and Signs 


In all but 1 of our patients pain was the 
chief symptom. Moynihan” has described 
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the pain of acute pancreatitis as the worst 
the human body can suffer, but 1 of our pa- 
tients with a serum amylase of 458 units had 
a painless jaundice. In 2 other patients not 
even the worst attack could be characterized 
as agonizing. In the other 7, however, the 
onset of the attack was sudden and severe. 


In all our patients the pain was located 
in the epigastrium. Most patients said they 
felt as if it were boring straight into the 
back; one described it as radiating into the 
chest, to the left shoulder and down the left 
arm; others stated that it radiated into the 
lower part of the abdomen. In a few cases 
it did not radiate. It was described as steady 
rather than ‘intermittent. Patients with se- 
vere attacks are very apt to lie flat on the 
back, often with both knees drawn up on the 
chest. The statement was emphasized that 
any attempt to turn on either side made the 
pain worse. The epigastrium is exceedingly 
tender to pressure, and there is a variable 
degree of rigidity, although this is less 
marked than in ruptured peptic ulcer. Nau- 
sea and vomiting were present in 8 of our 
cases. 

Fever was present at the beginning of the 
attack in only 1 of our cases. This patient 
had a pneumonitis of the left base, prob- 
ably influenzal, at the time the attack began, 
and it is possible that her pancreatitis may 
have been due to infection. Five other pa- 
tients developed fever after operation or 
after the attack had persisted for several 
days. The pulse was not usually out of pro- 
portion to the temperature. None of our pa- 
tients went into shock. 

The leukocyte counts varied from 4900 to 
29,000. As a rule the milder and afebrile 
cases did not have a leukocytosis. The differ- 
ential counts were in line with the totai 
counts. 

In 4 cases a definite mass appeared in the 
epigastrium about the third day and per- 
sisted for several weeks, or until operation. 
This was quite tender and felt about the size 
of an orange. These cases, we felt, were all 
hemorrhagic. In all 4 of these patients, the 
x-ray showed the presence of a mass in the 
region of the pancreas. In 1 case pleural ef- 
fusion at the left base was noted. This pa- 
tient later developed a bronchopneumonia 
of the left lower lobe. 


Course and Duration 


The duration of the symptoms in any one 
attack varied from a few hours to more 
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than three months. Of 3 of our patients who 
had single attacks lasting less than twelve 
hours, one has gone more than ten months 
without a recurrence, another more than 
five, and the third not quite four. One pa- 
tient had a single attack almost a year ago, 
and has had no further symptoms since her 
discharge from the hospital. When she was 
examined two months after the attack, the 
mass had completely disappeared. Another 
patient had an attack on September 6, fol- 
lowed by a second on March 13. Four pa- 
tients who had repeated episodes prior to 
the major attack have been seen so recently 
that it is impossible to forecast their future. 


Diagnosis 


The diagnosis of acute pancreatitis is 
based upon the clinical picture plus the find- 
ing of an elevated serum or urinary amy- 
lase, and possibly x-ray evidence of an en- 
larged pancreas. 

With the obstruction of the pancreatic 
ducts that takes place in acute pancreatitis, 
there is an overflow of the pancreatic juice 
into the lymphatics or capillaries and so into 
the circulation. While the concentration of 
all the pancreatic ferments in the blood will 
be increased, amylase is the one most quick- 
ly and easily demonstrated by laboratory 
methods. 

The normal amylase content of the blood 
serum ranges from 80 to 150 Somogyi units 
per 100 cc. This means that 100 cc. of blood 
serum will produce 80 to 150 mg. of glucose 
from a stock starch solution. Values above 
200 are definitely abnormal. 


It should be remembered that the rise in 
serum amylase takes place very quickly— 
within a few hours—, and that it can fall 
to normal or below with equal rapidity, 
sometimes in less than twenty-four hours. 
In one of our patients (A.S.) the serum 
amylase, although ordered immediately after 
her arrival in the hospital, was not done 
until noon the next day—more than twenty- 
four hours after the onset. By then it was 
slightly below the normal range. However, 
the clinical picture was so typical of acute 
pancreatic edema that the diagnosis was 
allowed to stand. Another patient (Mrs. W. 
C.) had a serum amylase of 357 units within 
a few hours after the onset of a rather severe 
attack. Within less than twenty-four hours 
it had fallen to 90. The rapid fall may come 
about because the attack subsides very quick- 
ly, as in edematous pancreatitis, or because 
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there is so much damage to the pancreas by 
the action of the liberated ferments that 
secretion is greatly lessened or stops en- 
tirely. 

It is doubtful if there is another labora- 
tory test as nearly specific and trustworthy 
as is the serum amylase test, if it is done 
early enough. Dr. Joseph H. Pratt’ says: 
“In the recent literature I have read of no 
case in which the diastase test of the blood 
serum or urine was negative if the test was 
performed in the first twenty-four hours.” 

In our cases the serum amylase, if determ- 
ined early within the attack, has ranged 
from 222 to 552 Somogyi units. Other ob- 
servers have reported values as high as 1500 
to 2000 units. The urine amylase in our pa- 
tients has varied from 560 to 835 units, and 
apparently remains elevated about twenty- 
four hours longer than does the serum amy- 
lase. For example, D.F.P. had a severe epi- 
gastric pain about midnight. A specimen of 
urine the next morning contained 293 units 
of amylase. The next day the amylase con- 
tent had risen to 835 units, and two days 
later had fallen to 65. 

Although the urinary amylase is apt to re- 
main elevated longer after an attack, the 
concentration of amylase in the serum is far 
more uniform than that in the urine. The 
wide variation in the specific gravity of the 
urine may account for the very inconstant 
ratio between the serum and urinary amy- 
lase content. Another consideration is that 
the urine rapidly loses its diastase activity 
if allowed to stand. 

The leukocyte count was not particularly 
helpful in diagnosis. In the milder attacks 
it was usually normal or even low. In the 
more severe hemorrhagic forms of pancrea- 
titis, it was apt to be elevated. 

The x-ray was helpful in at least 3 cases. 
In one patient (M.M.) the serum amylase 
was not determined until four days after the 
onset of the attack, and was then within nor- 
mal limits—82 units. By this time a mass 
could be palpated in the abdomen, and the 
x-ray showed the widened duodenal loop 
characteristic of an enlarged pancreas. 

The four conditions which are most likely 
to be confused with pancreatitis are biliary 
colic, ruptured peptic ulcer, intestinal ob- 
struction, and coronary thrombosis. 

1. Frequently pancreatitis is associated 
with or preceded by cholecystitis. Indeed, 
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the history often obtained from a middle 
aged patient who has had a series of attacks 
of upper abdominal pain preceding an un- 
usually severe seizure of epigastric pain, 
with or without nausea and vomiting, could 
fit into either diagnosis. Of clinical impor- 
tance is the observation that the patient lies 
quietly on his back, possibly with the thighs 
flexed on the abdomen, and objects strongly 
to turning on his side. If, in addition to this, 
he states that the pain is constant and bores 
straight through into his back, pancreatitis 
should certainly be considered and an amy- 
lase test done as soon as possible. Fortu- 
nately the immediate treatment of the two 
conditions is virtually the same. 


2. The distinction between a _ ruptured 
ulcer and acute pancreatitis is of vital im- 
portance, since the first condition calls for 
immediate laparotomy, while the latter is 
usually treated conservatively. In both con- 
ditions the pain is sudden in onset, is located 
in the epigastrium, and is agonizing. In 
ruptured ulcer the rigidity comes on imme- 
diately and is much more marked than is 
that of pancreatitis; the abdomen is really 


board-like. 


If the patient is a female, the chances are 
greatly against a ruptured ulcer. A _ previ- 
ous history of ulcer, is, of course, very im- 
portant. The differential diagnosis, how- 
ever, rests mainly upon the serum amylase 
determination, which can be done in about 
an hour. Bockus'’ says that “If the serum 
amylase is markedly elevated, a primary 
diagnosis of acute pancreatitis is justified 
since perforated peptic ulcer rarely increases 
the concentration of the pancreatic enzymes 
in the blood.” 


3. Intestinal obstruction should usually be 
diagnosed without much difficulty by the his- 
tory of obstipation and recurrent colicky 
pain, and by the visible “pattern” made by 
the writhing coils of intestines. Usually 
there is a history of a preceding laparotomy. 
If the history, clinical picture, and x-ray 
findings do not make the diagnosis clear, a 
serum amylase determination may be neces- 
sary to rule out pancreatitis. 

4, Coronary thrombosis is more apt to oc- 
cur in the male and is often preceded by 
anginal episodes. The pain is usually located 
in the chest, radiating down one or both 
arms or into the jaw; it is more rhythmic 
in character, and the patient does not show 
the marked tendency to lie motionless on the 
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back. Later on, there is a fall in blood pres- 
sure, with the development of fever, leuko- 
cytosis, and possibly a friction rub. The se- 
rum amylase determination is again the best 
means of differentiating the two conditions. 

Gottesman, Casten, and Beller'’) have 
noted in a small series of patients with acute 
pancreatitis electrocardiographic changes 
similar to those occurring in coronary 
thrombosis, which have disappeared follow- 
ing recovery from the pancreatitis. In only 
2 of our patients were electrocardiograms 
made during an attack of pancreatitis. These 
were reported as showing only low voltage; 
neither gave the characteristic picture of 
coronary thrombosis. 

We can not agree with Gottesman et al'*) 
when they speak of “‘the conservative or non- 
operative treatment of acute pancreatitis 
and the entirely dissimilar treatment of 
acute coronary disease.”” We had thought 
that bed rest and relief from pain by opiates 
were the chief weapons in the treatment of 
either condition. 

In passing, it may be observed that some 
of the attacks of so-called “abdominal an- 
gina” noted in individuals with hyperten- 
sion or arteriosclerosis may have been acute 
pancreatitis caused by vascular occlusion or 
spasm. 

Treatment 


Acute pancreatitis is no longer considered 
a surgical emergency, since most cases will 
subside spontaneously. In the majority of 
cases the only treatment necessary is relief 
of the pain. Elman") states that early in the 
attack a nitroglycerin tablet placed under 
the tongue and repeated if necessary will 
often give dramatic relief. We have not had 
his happy experience, and have had to re- 
sort to morphine or some other opiate. If 
this is combined with hyoscine its effective- 
ness is usually increased. Morphine may be 
given intravenously if the pain is very se- 
vere. 

In a severe attack, the patient is apt to 
be nauseated, and can not retain food or 
fluids by mouth. Furthermore, oral nourish- 
ment would stimulate pancreatic secretion 
and increase the pain. For this reason food 
is withheld during the acute stage. The fluid 
balance can be maintained by glucose or 
8. Gottesman, J.: Casten, D.: and Beller, A. J.: Changes in 
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saline intravenously, repeated as often as 
necessary. 

Most cases of acute pancreatitis are due 
to pancreatic edema, and subside promptly. 
Even patients with hemorrhagic pancreati- 
tis will often recover if treated conservative- 
ly. If true suppurative or necrotic pancrea- 
titis develops, operation may become neces- 
sary; but such cases are comparatively rare. 

Of our 10 patients, 3 were operated on— 
2 for the associated cholecystitis. One of 
these two—a 59 year old man—who had had 
a painless jaundice for three weeks was 
found to have an inflamed gallbladder with- 
out stones, but covered with dense adhesions. 
The ampulla of Vater was thickened and the 
pancreas “was firm in some areas, but in no 
place stony hard.” The gallbladder was re- 
moved, and a_ biopsy specimen was_ taken 
from the pancreas. This was reported free 
from microscopic evidence of carcinoma. 

The other patient—a 62 year old woman 
—was found to have a single large stone im- 
pacted in the cystic duct. “The pancreas 
was found to be hard and slightly enlarged.” 
The gallbladder was drained, and the patient 
made a good recovery. 

The third patient operated upon was the 
diabetic woman mentioned at the beginning 
of this paper. Following her severe attack 
of pain in February, she developed a huge 
cystic mass which came to the right iliac 
crest. This was aspirated by Dr. Valk, and 
sterile bloody fluid was obtained. The mass 
gradually subsided until it could no longer 
be felt, and for four months she was free 
from pain. Then the attacks returned, near- 
ly always accompanied by vomiting. At op- 
eration a band of adhesions obstructing the 
pylorus was found. This was freed, and 
again she was free from pain for a few 
months. Then the attacks returned, and now 
she is having four or five a week. X-ray 
shows the stomach to empty normally. We 
feel that she has a pancreatic caleulus, but 
so far she has not been able to make up her 
mind to submit to another operation. 

Elman®) recommends an x-ray study of 
the patient’s gastro-intestinal tract and gall- 
bladder after the acute attack has subsided. 
If a diseased gallbladder is found, he recom- 
mends its removal. It seems to us, however, 
that cholecystostomy may offer more ade- 
quate decompression of the. pancreas. The 
fact that 2 of our patients had their gall- 
bladders removed some years before they 
developed pancreatitis shows that cholecy- 
stectomy is not a certain prophylactic. For 
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patients who have had cholecystitis without 
stones, appropriate management of this dis- 
ease may help prevent attacks of pancrea- 
titis. 

For older patients who have had repeated 
attacks of pancreatitis, probably on a vas- 
cular basis, it seems logical to give nitro- 
glycerin for the attacks, and to employ the 
same general regimen that one would use in 
a patient with angina pectoris. 


Summary and Conclusions 


1. Pancreatitis is far more common than 
is generally thought, as is evidenced by the 
fact that in a little more than a year 9 cases 
were encountered in one man’s practice. 

2. Pancreatitis can often be suspected 
clinically, and can be diagnosed almost in- 
variably by the serum amylase test properly 
performed. 

3. The etiology of pancreatitis is still 
questionable. It is probable that it may be 
due to any one of a number of factors. 

4, The fact that pancreatitis is far more 
often a medical than a surgical condition 
makes its recognition exceedingly impor- 


tant. 

The technical assistance of Miss Eleanor Stafford, 
B.S., of the staff in Clinical Chemistry, is gratefully 
acknowledged. 





THE PREVENTION OF ANESTHETIC 
COMPLICATIONS 


DONALD L. BurRDICK, M.D. 
NEW YORK 


Anesthesiology, since its memorable ad- 
vent to medicine a century ago, has been 
somewhat less rapid in its advancement to 
the position of a recognized specialty than 
have other fields. The great advances of sur- 
gery during the past quarter of a century, 
however, and the desire of the more adven- 
turous surgeons to attempt even more heroic 
procedures placed a demand upon anesthesi- 
ology which the leaders of the specialty have 
succeeded in fulfilling. The need for im- 
proved methods of producing narcosis could 
not have been met had not the sciences of 
physiology and pharmacology furnished a 
substantial foundation upon which to build. 
To the progress of these two basic specialties 
belongs the credit for making modern anes- 
thesiology possible. 

One no longer is satisfied merely to pro- 
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duce unconsciousness of a degree permitting 
the surgeon to perform his work. That un- 
consciousness must be brought about in such 
a manner that in its production and through- 
out its duration the patient is afforded every 
possible safeguard. Next to safety the pa- 
tient’s comfort and rapid convalescence are 
the anesthetist’s major concern. A thorough 
understanding of physiologic and pharmaco- 
logic principles, plus a knowledge of anat- 
omy, is vitally essential if the patient is to 
be maintained at as near a normal level of 
homeostasis as is possible. Methods of ap- 
proaching this ideal will be given brief con- 
sideration. It is, of course, impossible to 
cover all aspects in a limited time; hence the 
discussion will be confined largely to inhala- 
tion anesthesia. 

Complications involving the respiratory 
and circulatory systems, both during and 
after operation, are the ones most frequent- 
ly attributed to the anesthetic agent. Actual- 
ly the anesthetic, when properly chosen and 
administered, usually is secondary as a con- 
tributing factor in morbidity and mortality. 
Of primary importance are inadequate or 
improper preoperative preparation of the pa- 
tient, preoperative and postoperative medi- 
cation, the occurrence of hypoxia or actual 
anoxia, disturbances in fluid balance, the 
conduction of the anesthetic procedure, the 
plane or depth of anesthesia attained and, 
to a lesser degree, the duration of anesthesia. 


Preoperative Preparation 


The necessity for proper preoperative 
preparation should need no emphasis. Unfor- 
tunately, however, many patients still come 
to operation with evidences of fluid imbal- 
ance, electrolytic and plasma protein deple- 
tion, metabolic disturbances, remediable 
anemia, avitaminosis, and marked appre- 
hension. That such conditions are more fre- 
quently encountered in the aged is due no 
doubt to the status of their physiologic pro- 
cesses and to their habits of living. All of 
these conditions should be adjusted to as 
near normal as is possible before surgery if 
the patient is to withstand the procedure 
well and is to make a good recovery. At as 
early a time preoperatively as is feasible the 
anesthetist should evaluate the physical sta- 
tus of the surgical prospect, correct so far 
as is possible any of the above mentioned or 
other abnormalities, discover whether the 
patient has any drug idiosyncracies, obtain 
the history of previous anesthetic and sur- 
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gical experiences and discuss sympathetically 
the immediate one. These preliminary steps 
constitute good anesthesia practice and 
should never be neglected. 

Examples of inadequate surgical prepar- 
ation are many. Postoperative nausea and 
vomiting often are due to fluid imbalance. 
It now is definitely established that wound 
healing is closely associated with vitamin 
intake, and that the occurrence of decubitus 
ulcer bears a definite relationship to plasma 
protein deficiency”). Diabetes, to illustrate 
further, demands careful control, since most 
inhalation anesthetics produce glycogenoly- 
sis, which unless anticipated and balanced 
by insulin may precipitate diabetic coma 
during operation. For the same reason mor- 
phine is contraindicated in uncontrolled dia- 
betes). Moderate to severe anemia definitely 
interferes with adequate tissue oxygenation. 
With electrolytic solutions, amino acids, plas- 
ma and blood for transfusions, and vitamins 
and other therapeutic aids so rapidly avail- 
able today there is little excuse for improper 
preparation of the surgical patient. 


The cardiac status of the patient warrants 
special attention. If cardiovascular disease 
is present extra precautions must be taken 
against insufficient oxygen consumption and 
increased carbon dioxide accumulation. Digi- 
talization of a patient as a_ preparatory 
measure is to be condemned unless decom- 
pensation actually exists. The action of the 
drug on the vagus nerve may so affect the 
conductive mechanism of the heart as to 
produce dangerous if not fatal arrhythmias 
under a general anesthetic”. 


It is extremely rare that a surgical emer- 
gency arises of a degree demanding prece- 
dence over proper preparation of the pa- 
tient. Shock from hemorrhage, or any other 
cause, must be treated adequately and prop- 
erly before anesthesia and surgery are in- 
stituted. The same rule is applicable in de- 
bilitated and cachectic persons. The com- 
prehension of this fact has been the great- 
est single factor in decreasing morbidity 
1. (a) Holmes, Arthur D.: Wound Healing, New England 


J. Med. 227:909-921 (Dec. 10) 1944. 
(b) Mulholland, John H., et al.: Protein Metabolism and 


Bed Sores, Ann. Surg. 118:1015-1023 (Dec.) 19438. 
2. (a) Papper, E. M.; Stern, M.; Bueding, E.; and Roven- 
stine, E. A.: Insulin Sheck During Sodium Pentothal 


and Cyclopropane Anesthesia, Anesthesiology 3 :660- 
662 (Nov.) 1942. 
(b) Goodman, Louis and Gilman. <A’fred: The Pharma. 
cological Basis of Therapeutics, New York, the Mac- 
millan Co., 1941. 
Adriani, John: The Pharmacology of Anesthetic 
Drugs, Springfield, Ill., Charles C. Thomas, 1941. 
8. Stutzman, J. W.; Allen, C. R.: and Meek, W. J.: Response 
of the Digitalized Heart to Cyclopronane and Epinephrine, 
Anesthesiology 3:644-649 (Noy.) 1942. 
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and mortality rates among surgical cases. 
A few hours of intensive preoperative prep- 
aration may spell the difference between 
death and recovery. In that rare instance 
where immediate surgical intervention is im- 
perative, vigorous sustaining measures must 
be instituted preoperatively and maintained 
during and after surgery. In such cases, 
which require a minimal amount of anes- 
thetic agent, cyclopropane, preferably by the 
endotracheal technique with controlled res- 
pirations, will produce a marked improve- 
ment in the circulatory status, enhancing 
the action of the usual] supportive meas- 
ures), If cyclopropane is not available, or 
if it is contraindicated, as is rarely the case, 
regional nerve block anesthesia  supple- 
mented if necessary by light nitrous oxide 
or ethylene with abundant oxygen is ideal. 
Preoperative medication lowers body me- 
tabolism and allays apprehension, thus dim- 
inishing the amount of anesthetic agent re- 
quired. Salivary and respiratory secretions 
are decreased and the stage is set for a quiet, 
rapid induction, free from struggling and 
without danger of the aspiration of secre- 
tions. The ideal pre-anesthetic medication, 
especially for persons of the older age group, 
is one affording the above advantages with- 
out undue respiratory depression. Older pa- 
tients cannot safely tolerate any degree of 
oxygen deficiency. The opium derivatives 
reduce minute volume and in older subjects 
noticeably affect tidal volume. Atropine in 
therapeutic doses is inadequate to overcome 
this effect. Scopolamine has two advantages 
over the latter drug. Not only does it count- 
eract the depression of the respiratory cen- 
ter occasioned by opiates but, paradoxically, 
it enhances the narcotic action of these 
drugs upon the higher centers. Thus, with 
scopolamine a smaller dose of morphine is 
required than is the case with atropine. The 
combination of morphine and scopolamine in 
the ratio of 1 to 25 permits adequate seda- 
tion without undue interference with respir- 
ation, and at the same time diminishes sal- 
ivary secretions®. Morphine is contraindi- 
cated if asthma is present, since it possesses 
a marked bronchiolar constricting action. 
Barbiturates of the shorter acting group 
t. Hershey, S. G. and Rovenstine, E. A.: The Value of Cyclo- 
propane in the Anesthetic Management of Patients with 
Recent Severe Hemorrhage, Anesthesiology 5:149 (Mar.) 
ceahane R. M.: A Study of Morphine, Scopolamine and 
Atropine and Their Relation to Preoperative Medication 


and Pain Relief, Texas State J. Med, 34:304-305 (Aug.) 
1938. 
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give little evidence of seriously altering res- 
piratory minute volume. They may be used 
in moderate dosage with scopolamine. If 
the patient is in good physical condition and 
not above the middle age group, a barbitur- 
ate two hours preoperatively, followed by 
morphine and scopolamine one hour later, 
is satisfactory for the apprehensive indivi- 
dual. In older persons, and in those with 
any degree of cachexia this is inadvisable, 
since the respiratory depression produced 
by the opiates is accentuated by barbiturates 
even in small doses?*®, 

Demerol, the new synthetic analgesic, is 
an excellent drug for preoperative and post- 
operative medication. It does not interfere 
with the respiratory mechanism or produce 
most of the other undesirable effects of mor- 
phine. In addition, it possesses an atropine- 
like action in depressing secretions™. When 
employed with scopolamine it affords anal- 
gesia, sedation, and in older patients a de- 
sirable degree of amnesia. 


Administration of Anesthetic 


Anesthetic induction should be conducted 
in a quiet environment devoid of confusion. 
For this reason, a separate anesthesia room 
would be desirable, were it not for the fact 
that moving any apparatus, once the proce- 
dure has begun, constitutes a real explosion 
hazard. Therefore the operating set-up 
should be complete and the room quiet, so 
that the patient may be anesthetized on the 
operating table in the operating room. At- 
tention to all other reasonable safeguards 
against explosions must be maintained 
throughout. 


The stage of surgical anesthesia should be 
reached as quickly as possible, with avoid- 
ance of a prolonged second stage where 
struggling, breath holding or laryngospasm 
may produce asphyxia with its accompany- 
ing deleterious effects. The introduction of 
airways and canisters, the performance of 
endotracheal intubation, placing the patient 
in position and all similar procedures should 
be done quickly and at the proper time if 
the above and other undesirable reflexes are 
to be obviated. Special caution should be 
exercised with older patients since their phy- 
sical margin of safety in regard to hypoxia, 
reflex changes and depth of anesthesia is 


6. National Research Council: Fundamenta's of Anesthesia, 
An Outline, Chicago, American Medical Association Press, 
1944, 

7. Batterman, Robert C.: Demerol. A New Svnthetic Anal- 
gesic; Its Indications as a Substitute for Morphine, Con- 


necticut M. J, 8:18-17 (Jan.) 1944, 
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considerably narrowed. A fact too frequent- 
ly ignored is that no patient “takes” an 
anesthetic; rather the anesthetist “‘gives”’ it, 
and any undesirable anesthetic complica- 
tions are not to be charged against the pa- 
tient but against the anesthetist. 

No surgeon should begin his work until his 
anesthetist says that the patient is ready. 
Haste on the part of either surgeon or anes- 
thetist may bear serious consequences. A 
stormy second stage, inadequate relaxation, 
jactitation, laryngospasm, retching or other 
undesirable results will require considerable 
time to remedy and will subject the patient 
to a prolonged operating and anesthetic 
period, all of which can be avoided by de- 
manding a few extra minutes initially. 


The anesthetist constantly checks the cir- 
culatory and respiratory status throughout 
the operation, and must never hesitate to ask 
the surgeon to pause for a few minutes if 
sensory stimulation or traction on vital 
structures produces unfavorable reactions. 
A few minutes of rest while the patient is 
taken to a deeper plane may spell the differ- 
ence between shock and safety. Further- 
more the anesthetist must hold himself re- 
sponsible for anticipating circulatory, res- 
piratory and other complications and for 
instituting proper prophylactic or thera- 
peutic measures should such complications 
seem imminent or should they actually ap- 
pear. To fulfill this function he must be a 
good diagnostician as well as a good techni- 
cian. 


Postoperative Care 


At the conclusion of surgery the upper 
respiratory tract should be cleaned by gentle 
suction, and if there is evidence of tracheal 
or bronchial] secretions a thorough cleansing 
of the lower tract is indicated. Before the 
patient is removed from the table he should 
be in very light anesthesia, with respirations 
full and adequate. The swallowing and cough 
reflexes should be present to insure against 
aspiration of secretions in the immediate 
postoperative period. The competent anes- 
thetist accompanies his patient to the room, 
and ascertains that everything is as it should 
be before he leaves—that the patient is 
awake or about to awake, that posture is 
satisfactory, that overheating of the body 
by external heat or an excess of blankets will 
not occur, and that the nurse is fully in- 
structed regarding the immediate care of 
her charge. 
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If shock has occurred during surgery or 
if the operative procedure has been such as 
to place an increased oxygen demand upon 
the body during and after surgery, as is fre- 
quently the case in thoracic operations, oxy- 
gen should be continued as the patient is 
transported to his room and for as long 
thereafter as is necessary. This may be ad- 
ministered satisfactorily through the proper 
type of nasopharyngeal catheter correctly 
placed at the termination of the anesthetic 
and connected to a portable cylinder en 
route, then to the larger bedside tank. A 
flow of six liters a minute affords an oxygen 
concentration of 45 per cent in the bronchial 
tree. This type of oxygen therapy is well 
tolerated by most patients and has the ad- 
vantage of not interfering with the nursing 
care. 

Delirium following anesthesia is rare but 
is encountered occasionally. The patient is 
completely out of contact with his environ- 
ment and manifests extreme motor activity 
which requires rather forceful restraint. Un- 
less treated promptly the condition may per- 
sist for half an hour or longer, during which 
time wound disruption or other physical 
harm may occur. The usual sedatives have 
little effect unless given in heroic doses, 
which are followed by extreme and undesir- 
able depression. Apomorphine hydrochlor- 
ide, 1/40 grain (Gm. 0.0016), dissolved in 
5 ec. of sterile water and given fractionally 
by the intravenous route, quiets the patient 
in one to three minutes and produces a sleep 
simulating normal, from which he awakens 
in one to two hours perfectly rational. 

While many feel that postoperative care 
is primarily the responsibility of the sur- 
geon, cooperation between him and the anes- 
thetist is desirable and may occasionally 
prove life saving. Avoidance of respiratory 
embarrassment caused by tight binders or 
improper medication, encouragement of deep 
breathing, maintenance of fluid balance and 
nutritional equilibrium, oxygen therapy, the 
treatment of atelectasis and other complica: 
tions should they develop, and nerve block 
therapy when indicated are all part of the 
cooperative surgeon-anesthetist relationship. 
This makes for improved and more efficient 
care and will accomplish much towards de- 
creasing those undesirable complications 
which still too frequently beset the path of 
the convalescent surgical patient. 

170 East End Ave. 
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SENILE PATIENTS IN THE STATE 
HOSPITAL AT MORGANTON 


LouIs G. BEALL, M.D. 
Assistant Physician 


STATE HOSPITAL AT MORGANTON 
MORGANTON 


The question is often asked, “Is it desir- 
able or necessary to care for the senile in 
the State Hospital?” In an effort to answer 
this question, I have made a survey of the 
senile patients in the State Hospital at Mor- 
ganton. The results of this survey are pre- 
sented here. 

I have under my charge 444 patients. Of 
this number there are 151 who might be 
classified as senile. I have arbitrarily placed 
in this class all patients above 60 years of 
age, regardless of the cause for which they 
were admitted. The diagnosis made upon 
admission was dementia praecox in 69 cases, 
senile or arteriosclerotic dementia in 35, 
mental deficiency in 9, and various other 
mental disorders, including manic-depres- 
sive psychosis, in the remaining 40 cases. 

Eleven of these patients have been here 
one year or less; 29, five years or less; 22, 
from five to ten years; 30, from ten to 
twenty years; 36, from twenty to thirty 
years; 16, from thirty to forty years; and 7, 
more than forty years. Thus, of the 151 pa- 
tients, 111 have been here more than five 
years and 89 have been here more than ten 
years. 

I have endeavored to classify these pa- 
tients under four groups: 


Group 1. Those unable to be taken into 
any home under any circum- 
stances. 


Those able to live at home with 
constant nursing care. 

Those able to live at home with 
family supervision under favor- 
able conditions. 

Those able to care for and sup- 
ervise themselves outside of an 
institution. 

‘ach patient in group 1 shows one or 
more of the following symptoms: First, loss 
of memory; second, silly, incoherent speech 
and actions; third, loss of judgment to the 
extent that the patient becomes dangerous 
to himself or others; fourth, extreme lack 
of personal care, resulting in untidiness or 
even nudism. 


Group 2. 


Group 3. 


Group 4. 
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In group 2 I placed those patients who 
show a modification of some of the above 
symptoms, but who are to some extent neat 
and cooperative, or bedridden. 

In group 3 I placed those who show more 
preservation of memory, who are somewhat 
truthful and reliable, who have fair insight 
and judgment, who are neat in their per- 
sonal habits, friendly and cooperative, and 
able to adjust themselves to a certain extent 
with family care. 

In my judgment, 108 of the 151 senile pa- 
tients would have to be classed in group 1: 
33 might be placed in group 2; and only 8 
could be classified in group 3. I did not find 
any patients able to live outside of an in- 
stitution and take care of themselves with- 
out aid of some kind. 

In investigating the home conditions of 
the patients in group 3, I have written let- 
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ters and interrogated relatives. I find that 
6 of the 8 have no home, and I have re- 
ceived no answers to my letters concerning 
the other 2. 

In determining the ability of these pa- 
tients to remain at home, one must consider 
the fact that, under the supervision of the 
hospital, with the regular hours and re- 
straint we have here, a great many of these 
patients are able to live what seem to be 
comparatively normal lives. However, 
among these seemingly well patients many 
difficulties might arise if they were relieved 
of this restraint and were among the famil- 
iar scenes of home where, in many cases, 
they have children who, they feel, should 
obey them. These conditions should be care- 
fully investigated before recommendation 
is made that any of these old people be re- 
turned home. 


THUMBNAIL SKETCHES OF EMINENT PHYSICIANS 
JOSIAH C. TRENT, M.D., Editor 
DURHAM 


XII 


EDMUND STRUDWICK 
(1802 - 1879) 


Carolina Medical Pioneer* 


Edmund Strudwick was born in Orange 
County, North Carolina, on the twenty-fifth 
day of March, 1802, at Long Meadows, about 
five miles north of Hillsboro, the county seat. 
His lineage was ancient and long established 
in the community. His medical studies, be- 
gun under Dr. James Webb, were completed 
at the University of Pennsylvania on April 
8, 1842, when he was graduated with the de- 
gree of Doctor of Medicine. Following his 
graduation he served for two years as resi- 
dent physician in the Philadelphia Alms- 
house and Charity Hospital (Blockley). He 
was a charter member of the Medical So- 
ciety of the State of North Carolina and its 
first president (1849). He was also ap- 
pointed as the first Superintendent of the 
Hospital for the Insane at Raleigh, but 
served for only one year after supervising 
its construction. 

All kinds of surgery attracted him. He 
performed scores of operations for cataract, 


* Abstracted from the writer’s book, Medical Morals and 
Manners, University of North Carolina Press, 1937. 


according to the now obsolete needling meth- 
od, without losing an eye. Once as he was 
driving homeward after a long trip in the 
country, he saw an old man trudging along 
the road led by a small boy. Dr. Strudwick 
stopped, ascertained that the man had been 
blind for twelve years, made him get into 
the carriage and took him to his (the doc- 
tor’s) home. One eye was operated on first 
and the other the next week, sight being re- 
stored to each. Such cases appealed to Dr. 
Strudwick very greatly. 

If there was any special operation for 
which Dr. Strudwick was famous, it was 
that of lithotomy. Certainly he was the lead- 
ing lithotomist of his time in North Caro- 
lina. There is no record of the exact num- 
ber of such operations which he performed, 
but it was large and his mortality low. Dr. 
Strudwick lived in a section of the state 
where this affection (bladder stone) seemed 
to abound. His custom was always to do the 
lateral (perineal) operation and to intro- 
duce no tube or other drainage unless there 
was hemorrhage. It is said that he did 
twenty-eight consecutive lithotomies with- 
out a death. In one case which has come 
down to us a very large stone, wedged into 
the trigone, had assumed its shape. On the 
posterior surface grooves had formed, along 
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which the urine trickled down from the 
ureteral openings. After making the incision 
and finding that the calculus was too large 
to extract entire, Dr. Strudwick sent to the 
blacksmith’s, secured his tongs, and crushed 
it. Fortunately, the stone was of the soft 
phosphatic variety. 

He was once called to a_ neighboring 
county to perform an operation. The night 
was dark and cold; the road was rough; the 
horse became frightened at some object, ran 
away, upset the buggy and threw the occu- 
pants out, breaking Dr. Strudwick’s leg just 
above the ankle and stunning the country 
doctor who had met him. As soon as he had 


sufficiently recovered, Dr. Strudwick called 
aloud, but no one answered. He then crawled 
to the side of the road and sat with his back 
against a tree. In the meantime the other 
physician, who had somehow managed to 
get into the buggy again, drove to the pa- 
tient’s home, where for a time he could give 
no account of himself or his companion. 
When the doctor’s buggy came back again 
at sunrise, he got in, drove to the house be- 
fore allowing his own leg to be dressed, and 
while sitting on the bed successfully oper- 
ated upon the patient for a_ strangulated 
hernia. 

Dr. Strudwick performed numerous am- 
putations of the breast. In all cases he dis- 
sected out the axillary glands, thus antici- 
pating the practice of a later period. His 
after-results were in some cases quite sur- 
prising and were uniformly better than was 
the rule in those days. 

He performed the operation for lacerated 
perineum several times, invariably using 
silver wire. His habitual practice was to 
sew up a perineal tear immediately. after 
confinement, and his success in these cases 
was noteworthy. In 1842 he removed suc- 
cessfully a large ovarian cyst, weighing 36 
pounds. In spite of the large variety of in- 
teresting cases encountered in his practice 
he recorded only one for publication, and 
that failed to reach the publishers. 

He bought new instruments and books as 
they came out, and in a flap on the dash- 
board of his surrey kept a bag in which were 
stored a small library and a miniature in- 
strument shop. Often he would return with 
his carriage full of cohosh, boneset, and 
other medicinal plants. 
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Edmund Strudwick (1802-1879), first 
President of the Medical Society of the State 


Fig. 1. 


of North Carolina. (Portrait courtesy of Dr. 


R. A. Ross.) 


He was exceedingly active up to his final 
hours, being possessed of energy comparable 
to that of a dynamo. His fine state of health 
was aided also by his simple habits. He was 
not a big eater, was extremely temperate in 
most things, and had the gift of taking “cat 
naps” at any time or place. He was an early 
riser the year round. He was an insatiate 
consumer of tobacco, however, and regular- 
ly smoked six pipefuls every morning before 
breakfast. Another invariable custom was 
to shave his beloved preceptor, Dr. Webb, 
early every morning. 

The end of this great man’s life was as 
tragic and unusual as his career had been 
brilliant and useful. In possession of his cus- 
tomary good health, at the age of 77, he suc- 
cumbed to a fatal dose of atropine taken by 
mistake when he drank water from a glass 
in which the drug had been prepared for 
hypodermic use. 


HUBERT A. ROYSTER, M.D. 
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MORE AND BETTER INSURANCE 

The President’s Message this month is 
written by Dr. Hamilton McKay, chairman 
of the Committee from the State Society To 
Advise with Members of the Governor’s 
Commission. Every doctor in the state 
should read it carefully. This message came 
just after a National Conference of Profes- 
sions, Insurance and Industry, held under 
the sponsorship of the National Physicians 
Committee in New York on November 27. It 
is more than mere coincidence that much of 
Dr. McKay’s article is devoted to the subject 
which was the theme of this conference— 
wider application of voluntary group insur- 
ance against the costs of hospitalization and 
of surgical and medical care. Independently 
Dr. McKay reached the same conclusion as 
did the National Physicians Committee’s 
Conference, which was attended by several 
hundred leaders in industry, insurance, and 
the professions. 

We doctors may as well face the fact that 
the people of the United States are going to 
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nave some form of insurance against serious 
illness. They care little whether the insur- 
ance is arranged for by their employers or 
by the government, state or federal. A slight 
majority prefer the voluntary system, but 
sufficient pressure either way could influence 
the public. For almost a year the National 
Physicians Committee has been the spear- 
head in a movement to convince employers, 
insurance men, and doctors of the advan- 
tages offered by the voluntary system, as 
opposed to the federally controlled compul- 
sory system. This last conference in New 
York should give a tremendous impetus to 
the movement. “Group insurance programs 
actually in operation in 1327 business and 
industrial firms, employing 4,109,443 work- 
ers, were analyzed by the National Physi- 
cians Committee.” The great majority of 
employers, employees, and doctors who have 
participated in the insurance plans favor 
them. “Of 1043 firms...969, or almost 93 
per cent, expressed the opinion that em- 
ployee morale was definitely enhanced.” 

Unless doctors do interest themselves in 
voluntary insurance, and join hands with 
other groups which are becoming interested, 
they need not be surprised some fine day to 
wake up and read in their favorite morning 
paper that Congress has passed a bill creat- 
ing a Commissar of Medicine and providing 
for a gigantic tax fund to finance a system 
of compulsory health insurance. And they 
may expect, also, for the indigent poor to be 
left on the doorsteps of the doctors, just as 
they always have been. 

North Carolina can boast of being the first 
state in the union to have a group hospital 
insurance plan sponsored by the state medi- 
cal society. At the time it was adopted, it 
was regarded with apprehension by many 
doctors, as being a long step toward social- 
ized medicine. Only the confidence placed in 
Dr. Manning’s integrity and ability kept 
the opposition from being more serious than 
it was. Now we realize that the plan has been 
a bulwark against politically controlled med- 
icine. Let us, in the light of this knowledge, 
use our influence to spread the gospel of 
widespread voluntary group insurance 
against the costs of serious illness. 

As Dr. McKay has said, “Every well- 
informed doctor must realize by this time 
that in the future he will have to do a large 
part of his practice under some form of in- 
surance.” Let us do our very best to make 
that insurance on a voluntary basis, free 
from political control. 
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THE SOUTHERN MEDICAL 
ASSOCIATION 


The thirty-eighth annual meeting of the 
Southern Medical Association, held in Saint 
Louis November 13-16, was, from every 
standpoint, a success. The attendance was 
well over the four thousand mark; the sec- 
tion programs were well balanced and well 
attended; and the exhibits, both scientific 
and technical, were interesting and instruct- 
ive. North Carolina can take pride in the 
fact that—with fifty-seven exhibits on dis- 
play—two of the three awards for scientific 
exhibits went to this state. Second place was 
given to Drs. Harrell, Venning and Wolff, 
of the Bowman Gray School of Medicine, for 
their exhibit “A New Approach to Basic 
Supportive Therapy in Rocky Mountain 
Spotted Fever,” and third prize to Drs. 
Grimson, Reeves and Dratz, of Duke. Uni- 
versity Medical School, for their exhibit on 
“Megacolon.” Fifteen North Carolinians ap- 
peared on the scientific program—eleven as 
speakers and four as discussants—and four 
North Carolina doctors were officers of sec- 
tions. Still another cause for Tar Heel pride 
is the fact that Dr. Paul Ringer of Asheville, 
a past president of our state society and of 
the Southern Medical Association, was presi- 
dent of the Southern Chapter of the Ameri- 
can College of Chest Physicians, which met 
in conjunction with the Southern Medical 
Association. 

The two General Public Sessions, held on 
Tuesday and Wednesday nights, were inter- 
esting, but entirely too long. The address of 
President James A. Ryan, “The Public’s Ob- 
ligation to the Medical Profession,” was an 
excellent exposition of the achievements of 
the medical profession, as was Dr. Herman 
Kretschmer’s address on “The Progress of 
Medicine During the Past Fifty Years.” 
Major Albert J. Stowe, representing the 
Military Intelligence branch of the War De- 
partment, gave a timely talk entitled “Be 
Vigilant and MUM!” in which he warned 
his audience against the danger of disclosing 
military information by talking indiscreetly. 

The Wednesday night General Session was 
devoted to Medicine and the War. Again 
three main addresses were scheduled, all of 
which were good but lengthy. These were 
followed by five official government motion 
pictures. The combined time required for 
showing them totaled ninety-six minutes— 
not allowing for the changing of reels. It 
was nearly 10 o’clock when the first picture 





EDITORIALS 


607 


was started, so it must have been nearing 
midnight when the last was finished. 

This comment on the length of the pro- 
grams is intended not as captious but as 
constructive criticism. It is hardly fair to a 
guest speaker to invite him to come a long 
distance to address an audience too numb 
with fatigue to listen. Except for this draw- 
back, the program of the Southern Medical 
Association was entirely commendable. 


ok of ok Ed 


ANNUAL CONFERENCE OF 
SECRETARIES AND EDITORS 


According to a long-established custom, 
the secretaries of state medical societies and 
editors of state medical journals were guests 
of the American Medical Association for an 
annual conference, held at Chicago Novem- 
ber 17 and 18. Those who have attended a 
number of these meetings have learned to 
look forward to them from one year to the 
next. The exchange of ideas, in the formal 
papers, the discussions, and the informal 
chat between meetings, is most valuable. 
Thanks to the wise planning of Secretary 
Olin West, sufficient time is allotted to every 
topic for a full and free discussion. 

Some of the subjects discussed at this 
conference will be used for editorial com- 
ment in this journal from time to time. Suf- 
fice it to say here that the speeches were, 
from a medical standpoint, all timely. They 
included a report on the Council on Medical 
Service and Public Relations by its chair- 
man, John H. Fitzgibbon; a discussion of the 
EMIC program by E. D. Plass; a talk on 
““Medical Service Plans” by Robert E. S. 
Young; a report on the National Fitness 
Program by J. W. Wilce; and a talk on 
radio broadcasting by A. S. Brunk. 

The Editors’ Dinner was presided over by 
Dr. Edgar D. Shanks of Georgia, and excel- 
lent addresses were presented by Herman H. 
Jahr, editor of the Nebraska State Medical 
Journal, on “Our State Journals as Molders 
of Opinion”; by Creighton Barker, secretary 
of the Connecticut State Medical Society, on 
the “Attitude of State Journals Toward 
Political and Social Trends That May Affect 
Medical Affairs’; and by E. M. Shanklin, 
editor of the Journal of the Indiana State 
Medical Association, on “Our State Journals 
as News Services.” 

Before the close of the last session, a 
hearty and unanimous vote of thanks to the 
A.M.A. hosts was passed. 
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DR. JOHN QUINCY MYERS 


One of the best loved members of the 
Medical Society of the State of North Caro- 
lina was Dr. John Quincy Myers, of Char- 
lotte, who died on December 3. WHO’S WHO 
tells us the impersonal facts about his life: 
that he was born in Wilkes County on 
September 25, 1877; that he was educated 
at Davidson College and the North Carolina 
Medical College, and did post-graduate work 
at Johns Hopkins, the New York Polyclinic, 
and the Mayo Clinic; that he had practiced 
at Charlotte since 1909; that he was Presi- 
dent of the State Medical Society in 1927, 
and was a delegate to the American Medical 
Association for many years. 

What WHO’s WHO could not tell, however, 
was that he was as big of heart as of body; 
that his patients loved him devotedly; that 
he embodied the ideals of the Doctor of the 
Old School while keeping pace with the prog- 
ress of modern medicine; and that his bright 
smile and hearty greeting will be sorely 
missed for years to come at meetings of the 
various medical organizations to which he 
belonged. May his soul rest in the peace he 
has so richly earned! 


* * * * 


A NATIONAL PHYSICAL FITNESS 
PROGRAM 


One of the most interesting and inform- 
ing papers presented at the Annual Confer- 
ence of Secretaries and Editors was by Dr. 
J. W. Wilce, on “‘Medical Attitudes, Oppor- 
tunities and Responsibilities in a National 
Fitness Program.” Dr. Wilce is Professor of 
Clinical Medicine and Director of Student 
Health Service at Ohio State University and 
is a member of the National Committee on 
Physical Fitness. In his college days he was 
renowned as an athlete, and later as a foot- 
ball coach. He is himself a splendid example 
of physical fitness. 

Dr. Wilce made the point that the physical 
fitness program is a logical result of the 
large proportion of rejections among the 
draftees. The program is inevitable, and the 
medical profession has much to lose by op- 
posing it, and much to gain by taking an 
active part in it. Already in many com- 
munities it is being taken over by non-medi- 
cal groups, which ignore the doctors. He 
named as medicine’s responsibilities in the 
program: (1) to participate actively in its 
organization; (2) to determine scientifically 
the proper program to follow; (3) to form 
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national, state and local organizations; (4) 
to attempt to educate its own membership; 
and (5) to encourage research in physical 
fitness. 

In the discussion which followed Dr. 
Wilce’s paper it was pointed out that the 
medical profession is in a strategic position 
to guide this program at the present time, 
since it is well represented on the National 
Committee on Physical Fitness and since the 
public looks to the medical profession for 
advice and participation in this field. An- 
other pertinent thought was that the pro- 
gram should not be just for a year, but 
should be made a permanent institution. 


It was recognized that one big problem is 
to arouse interest in the rank and file of the 
profession—not because the average family 
doctor is naturally indifferent to the im- 
portance of such a program, but because he 
is too busy: Failure to cooperate, however, 
will give more ammunition to those who 
would like to see the practice of medicine 
controlled by politicians. 


* * Bo % 


GERIATRICS ISSUE 


This issue of the NORTH CAROLINA MEDI- 
CAL JOURNAL is devoted largely to papers 
read at the second annual meeting of the 
American Geriatrics Society last June. 
While it is highly unlikely and even undesir- 
able that geriatrics will ever become popular 
as a specialty, the recent emphasis on this 
branch of medical practice is justified by the 
rapidly increasing proportion of older people 
in the population. The purpose for which 
the American Geriatrics Society was organ- 
ized is: “The study of diseases of advancing 
years: preventive and curative treatment.” 
The preventive and curative treatment of 
diseases considered as peculiar to old age 
properly begins long before the individual 
has reached that time of life. One of the 
privileges of the family doctor is that of 
growing old along with his patients; and the 
very precautions he himself needs to take 
against premature senility are the ones he 
needs to prescribe for his patients. 

The emphasis placed on the psychic rather 
than the somatic aspects of age by most of 
the papers in this issue may be explained in 
part by the fact that the program chairman, 
Dr. Edward B. Allen, is a psychiatrist. Such 
an arrangement is logical, however, because 
it is in dealing with the psychology of aging 
that the real art of the physician is needed. 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


A 39 year old truck driver and garage 
worker entered this hospital complaining of 
chills and fever of ten weeks’ duration and 
*“‘spots”’ on his legs of three days’ duration. 

One year prior to admission the patient 
noted slight dyspnea and slight pounding of 
his heart on exertion. He found that he was 
more comfortable at night if he slept on two 
or three pillows. He was seen by his physi- 
cian, who told him he had “heart trouble 
and syphilis.” He remained fairly well ex- 
cept for these symptoms until eight to ten 
weeks prior to admission, at which time he 
developed aching in both knees and in the 
right elbow, aggravated by activity, and re- 
lieved by rest. The right elbow became so 
painful at times that he could not raise his 
arm to his mouth. He also complained of 
chilliness, fever (sometimes as high as 103 
F.) and profuse sweating, and had noted 
the appearance of many small, purplish, 
non-tender spots on both ankles and lower 
legs. He again consulted his physician, who 
told him that he had rheumatic fever and 
heart trouble and prescribed bed rest, large 
white grooved tablets, white powder with 
sodium bicarbonate, and 15 drops of clear 
medicine three times daily. In three days 
the patient noted complete relief of the joint 
symptoms, and the spots faded gradually. 
However, he continued to have chilliness 
(without shaking), afternoon fever, anor- 
exia, and general malaise. At some time dur- 
ing this eight to ten week period the pa- 
tient observed an increase of 11 pounds in 
weight, accompanied by some swelling of 
the abdomen and puffiness about the eyes. 
These symptoms disappeared within three or 
four days; no ankle edema was noted at any 
time. The patient said that he had had no 
jaundice or dark colored urine, but stated 
that his friends occasionally remarked that 
his color appeared. to be “sallow.”’ He con- 
tinued to feel weaker and to have fever, with 
anorexia and weight loss. Three days prior 
to admission to the hospital he noted the re- 
turn of the purple spots on his ankles and 
lower legs. 

Past History: The patient had had the 
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usual diseases of childhood without sequelae, 
and denied having had rheumatism, scarlet 
fever, or chorea. He had infrequent colds 
and sore throats but had no complaints indi- 
cating chronic or acute sinus infection. He 
had pneumonia in 1922. On one occasion 
he had for several months a chronic cough, 
productive of yellowish sputum. This dis- 
appeared spontaneously. The index finger of 
his left hand was accidentally shot off in 
1933. The upper teeth were removed in 1941 
because of marked dental caries. He had had 
no jaundice prior to the present illness. 
There was no history of blood loss, but the 
patient stated that he had always bruised 
rather easily. Twenty years ago he had a 
hard, painless penile lesion which disap- 
peared in about eight days, leaving a scar. 
He received several “‘arm shots” at that time. 
One year before admission he had eight in- 
travenous injections at weekly intervals, fol- 
lowed by eight intramuscular injections. 
Twenty weeks ago a hard, crusted lesion was 
noted on the penis. This disappeared after 
one week. Eight weeks ago he received the 
first of four intravenous injections. One year 
ago he had a profuse urethral discharge. 


The patient was married and had two 
children who were in good health. There 
was no history of his wife’s having had mis- 
carriages or stillbirths. Eight to ten years 
before admission he was examined for in- 
surance and was told that he was perfectly 
healthy. 


Physical examination showed a well-de- 
veloped and well-nourished man lying flat in 
bed appearing acutely and chronically ill. 
The temperature was 103 F., the respira- 
tions 24. The skin was described as cafe au 
lait in appearance and over the lower ex- 
tremities, from the knees down, there were 
innumerable reddish-purple, slightly raised 
petechial lesions varying in diameter from 
1 to6 mm. There was no blanching on pres- 
sure. Petechiae were also seen in the left 
antecubital fossa, on the trunk and on the 
buttocks. The axillary, submaxillary, in- 
guinal, and epitrochlear nodes were easily 
felt and were firm and non-tender. The 
skeleton was normal except for absence of 
the left index finger. The sclerae were white; 
no conjunctival hemorrhages were noted, 
and there was no icterus. The extraocular 
movements were well performed; the pupils 
were round and equal and reacted promptly 
to light and accommodation. The fundi 
showed no vascular abnormalities; the discs 
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were well outlined. Except for maxillary 
edentia and a 2 mm. petechial lesion on the 
hard palate, examination of the mouth and 
throat was not remarkable. The neck was 
supple; there were marked arterial pulsa- 
tions, and a well-marked thrill in the supra- 
sternal notch was transmitted to the neck 
vessels. The trachea deviated slightly to the 
right; no tracheal tug was noted. The lungs 
were clear. 

The precordium was not remarkable. The 
point of maximum impulse was visible in 
the sixth interspace on the left, 1.5 cm. 
lateral to the midclavicular line. Palpation 
revealed a forceful impulse and a systolic 
thrill at the base. The heart was enlarged 
to the left in the sixth interspace; the retro- 
manubrial dullness was not increased. The 
rate was 112; the rhythm was regular, with- 
out gallop. At the apex there were a grade 
II systolic murmur and a soft but definite 
mid-diastolic murmur, both transmitted for 
a short distance to the left axilla. At the 
aortic area there was noted a loud, harsh 
systolic murmur transmitted to the neck 
vessels. A prolonged, distinct diastolic mur- 
mur was heard at this area and along the 
left sternal border. The pulses were collaps- 
ing in type. The blood pressure was 115 
systolic, 15 diastolic in the right arm; 115 
systolic, 38 diastolic in the left. 

The abdomen was slightly distended; the 
liver appeared enlarged to percussion, but 
no definite edge was felt. The spleen edge 
was felt on inspiration and the spleen was 
enlarged to percussion. Bilateral costoverte- 
bral angle tenderness was elicited. Two 
penile scars were present; the prostate was 
firm and smooth. There was well marked 
pitting edema of the sacrum and slight ede- 
ma of the lower legs. 

The fingernails were clubbed slightly; 
there were no Osler’s nodes or _ splinter 
hemorrhages. Reflexes were physiological. 
One observer noted a slight left facial weak- 
ness. 

Accessory clinical findings: The urine 
was smoky brown in color, with a specific 
gravity of 1.010 and a 8 plus reaction for 
albumin. It was loaded with red blood cells 
and white blood cells. No casts were seen 
on three examinations. Two urine cultures 
were sterile. The hemoglobin was 6.8 Gm. 
per 100 cc. There were 2,480,000 red blood 
cells, with a color index of 0.9, and 14,200 
white blood cells, with 82 per cent seg- 
mented polymorphonuclears, 10 per cent 
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non-segmented, 7 per cent lymphocytes, and 
1 per cent monocytes. The blood smear was 
not described. The nonprotein nitrogen on 
admission was 50 mg. per 100 cc. The total 
serum proteins were 5.1 Gm. per 100 cc., 
albumin 1.9 Gm. The blood chlorides were 
544 mg. per 100 cc., the icterus index 5 units. 
Examination of the stool was negative. One 
blood Kahn test was doubtful; a second was 
negative. The spinal fluid was clear, with 
no cells, and the Pandy test was negative. 
The spinal fluid Kahn test was doubtful. The 
colloidal mastic curve was 4-4-3-2-1-0-0-0-0- 
0. An electrocardiogram was indicative of 
myocardial disease. Five blood cultures, 1 
planted anaerobically, were negative. 

Course: During the first four hospita) 
days the temperature rose daily to about 
103 F. On the fourth hospital day a gallop 
rhythm was heard and digitalization was 
started. On the fifth hospital day increasing 
drowsiness was noted. Five hundred cubic 
centimeters of whole blood, preceded by 350 
cc. of sixth molar sodium lactate, was given 
by transfusion on the sixth hospital day. 
The patient had no apparent reaction, but 
on the next day he appeared to be more 
stuporous and refused food. The urinary 
output was approximately one-third of the 
fluid intake. On the eighth hospital day the 
blood nonprotein nitrogen was 119 mg. per 
100 cc. He was given moderate amounts of 
glucose in water intravenously (500 ec. of 5 
per cent glucose daily), and determinations 
of the nonprotein nitrogen were 80 and 82 
mg. per 100 cc. on the ninth and tenth hos- 
pital days, respectively. During this time 
the edema increased and moist rales were 
heard throughout both lung bases. On the 
night of the tenth hospital day, glucose in 
water was again administered at the rate of 
approximately 2 cc. per minute. Within fif- 
teen minutes the patient vomited some clear 
yellow fluid, but seemed all right. After an 
hour and twenty minutes he developed sud- 
den pronouced dyspnea and cyanosis, and 
bubbling rales were heard throughout both 
lung fields. After intravenous aminophyllin 
was given and the head of the bed was ele- 
vated, he improved. Since no urine had been 
passed in twenty-four hours, he was cathet- 
erized, and 500 cc. of dark brown urine was 
obtained. This was found to contain innum- 
erable white blood cells and red blood cells, 
and white blood cell casts. The patient quiet- 
ly expired about two and one-half hours 
later, eleven days after admission. 
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Discussion 


Dr. GEORGE T. HARRELL: This relatively 
young man had had symptoms for one year, 
and an acute illness of only ten weeks’ dur- 
ation; he died after a hospital stay of eleven 
days. No information on his family history 
is given. The marital history contains no 
positive information. The past history cen- 
ters around symptoms referable to two sys- 
tems: (1) the cardiovascular system and 
(2) the skin. Two etiologic diagnoses— 
rheumatic fever and syphilis—are suggested 
by the history. Although rheumatic fever 
in this area may be masked by mild symp- 
toms of infection, the history of infrequent 
colds without sore throats. a single attack 
of pneumonia, accompanied by productive 
cough for two months, at the age of 17, and 
the history of dental caries three years ago 
would hardly be consistent with a diagnosis 
of rheumatic fever. The only suggestion of 
this disease is the history of joint pain ac- 
companied by fever beginning ten weeks be- 
fore admission and relieved after three days 
of therapy. The nature of the drug used is 
not given; it may have been one of the sali- 
cylates. 

The history of syphilis seems unques- 
tioned. The description of the penile lesion 
at the age of 19, and the response to several 
intravenous injections are typical. A _ sec- 
ondary rash is not described. The treatment 
at that time was completely inadequate. It 
should be stressed that in the long run more 
harm may be done by inadequate treatment 
than by no treatment. The disease remained 
silent until one year before admission, when 
functional symptoms referable to the heart 
appeared. The result of a serologic test for 
syphilis at that time is not given, but we may 
assume that this was positive. The patient 
received eight intravenous and eight intra- 
muscular injections; the sequence is not 
given, but if therapy was started with intra- 
venous arsenic, the possibility of a thera- 
peutic paradox, with narrowing of the coro- 
nary ostia, must be kept in mind. That the 
patient continued to be promiscuous is 
shown by the acute gonorrhea, evidenced by 
a profuse urethral discharge, one year be- 
fore admission. The appearance of a second 
penile lesion twenty weeks before admission 
suggests the possibility of a reinfection with 
syphilis. A crusted lesion is not typical, but 
a local recurrence of his old syphilis would 
be unlikely. The sixteen weekly injections 
would have been completed by that time and 
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might have made reinfection possible. Eight 
weeks before admission the patient had four 
intravenous injections which may have con- 
tributed to the acute episode of heart fail- 
ure. In the so-called therapeutic paradox, 
spirochetes are rapidly destroyed and the 
marked local reaction results in decreased 
blood flow through the coronary openings; 
myocardial anoxia is increased rather than 
decreased. 

Symptoms of diminishing cardiac reserve 
date from one year before admission. It is 
not stated whether a heart murmur was 
present at that time. Since the examination 
for insurance eight to ten years previously 
gave no evidence of heart disease we may as- 
sume that no murmur was present then. The 
gain of 11 pounds in weight during the ten 
weeks preceding admission, with ascites and 
puffiness of the eyes, suggests a definite in- 
crease in cardiac failure. 

The skin had always bruised easily, and 
ten weeks before admission purpura of the 
legs and ankles, accompanied by fever and 
anemia, was noted. Two possible causes for 
this which could have been easily eliminated 
are deficiency of ascorbic acid and idiosyn- 
crasy to certain drugs. No note was made 
of the diet or drugs he had received, how- 
ever. 

On physical examination marked arterial 
pulsations in the neck, with collapsing per- 
ipheral pulses, suggested a high pulse pres- 
sure, which was confirmed by blood pressure 
readings. The mechanism is indicated by the 
finding of a diastolic murmur transmitted 
to the left sternal border; this is pathogno- 
monic of aortic regurgitation, which had led 
to the enlargement noted. A loud systolic 
basilar murmur was accompanied by a pal- 
pable thrill. This would suggest aortic sten- 
osis, but in this condition the pulse pressure 
should be decreased rather than increased. 
The apical systolic murmur may have been 
transmitted from the: base or may have 
arisen in the mitral area from dilatation. 
The mid-diastolic murmur must have been 
transmitted’ from the aortic area. These 
findings suggest syphilitic heart disease in- 
volving the aortic valve. The signs at the 
base could result from rheumatic fever, but 
it would be most unlikely for a mid-diastolic 
murmur to arise at the mitral area, in the 
presence of a normal rhythm. Since there 
was no suggestion of rheumatic fever in the 
history until ten weeks before admission, 
such a degree of valvular scarring would 
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be unlikely. The rapid pulse, the subsequent 
development of gallop rhythm, and the ede- 
ma of the sacrum and legs indicate rapidly 
progressing failure. The lungs were clear 
on admission, indicating no marked left ven- 
tricular failure; this subsequently developed, 
however. 

The results of a tourniquet test for in- 
creased capillary fragility are not given. The 
generalized lymphadenopathy could be due 
to the same process which caused the pur- 
pura, or might be an expression of general- 
ized syphilis. 

The clubbing of the nails is suggestive of 
a lesion in the heart, since no findings were 
described in the lungs. 

Two penile scars were seen. The costo- 
vertebral angle tenderness would suggest a 
retrograde infection involving the kidneys, 
but the prostate did not seem to be involved. 

The only sign referable to the central 
nervous system was a slight left facial weak- 
ness. 

The enlargement of the liver and spleen 
suggests something more than chronic pas- 
sive congestion, especially since ascites is 
not described. The spleen is often enlarged 
in infections. 

The accessory clinical data give little help 
etiologically. The doubtful and negative 
Kahn tests would be expected, even in the 
presence of syphilis, because of the amount 
of therapy which had been given. A descrip- 
tion of the electrocardiogram and a fluoro- 
scopic examination of the cardiac silhouette 
in the lateral position would be especially 
helpful. If the PR interval was increased 
the diagnosis of acute rheumatic fever with 
myocarditis would be much more likely. 
Marked hypochromic anemia such as this pa- 
tient had is found in infections or in blood 
loss. The leukocytosis with a slightly ele- 
vated proportion of polymorphonuclear cells 
suggests a mild infection, but gives no hint 
as to the etiologic agent. 

The urinary findings are extremely inter- 
esting. The albuminuria on admission seems 
more marked than can be accounted for by 
the degree of heart failure. The presence of 
large numbers of white and red cells suggests 
a destructive lesion in the kidney; the sterile 
urine culture gives no clue to the etiologic 
agent involved. The decreasing urine volume 
accounts for the rise in the nonprotein nitro- 
gen from 50 to 119 mg. per 100 cc. That the 
kidneys were not irreparably damaged is 
shown by the subsequent ability to excrete 
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nitrogenous products and lower the non- 
protein nitrogen to 80. The loss of albumin 
through the kidneys contributed to the low- 
ering of the total proteins and reversal of 
the albumin-globulin ratio. An_ elevated 
globulin is found in liver disease. The icterus 
index is not elevated. Other liver function 
studies, such as the bromsulfalein excretion 
or prothrombin time might have been help- 
ful in determining the etiology of the pur- 
pura. 

The finding of clear cerebrospinal fluid 
with a negative Pandy test and without cells 
is difficult to relate to the low, paretic col- 
loidal mastic curve. The doubtful Kahn test 
suggests that the syphilis involved also part 
of the central nervous system. 

The course is clear. Progressive cardiac 
failure is shown by the development of ede- 
ma, rales, and reduced urine volume. Acute 
cardiac failure, resulting in pulmonary 
edema, followed the administration of intra- 
venous fluids, and resulted in death. The 
administration of fluids was definitely indi- 
cated by the nonprotein nitrogen, and judg- 
ing from the record fluids were carefully 
given. The myocardium simply had no fur- 
ther available reserve. 

Evidence of severe valvular heart disease 
and of severe infection is present. Bacterial 
endocarditis attacks previously damaged 
valves. The findings of fever, anemia, heart 
murmur, purpuric spots on the extremities, 
splenomegaly, clubbing of the nails, and 
blood in the urine are all typical of bacteria] 
endocarditis. What might the etiologic agent 
be? Five blood cultures, including one 
anaerobically planted, should be adequate to 
rule out the common alpha hemolytic Strep- 
tococcus, Streptococcus faecalis, and the 
staphylococcus. Endocarditis due to the gon- 
ococcus is a rapidly progressive disease 
which follows an acute lesion in the urinary 
tract. This lesion was present one year be- 
fore admission; hence the time _ interval 
makes this organism unlikely as the cause. 
The endocarditis is due, then, not to direct 
invasion by bacteria, but to some process 
which may be a distant result of infection. 
Such a lesion was described by Libman and 
Sachs. Joint pains and purpuric lesions are 
suggestive of periarteritis nodosa; the pos- 
sible inter-relationship of periarteritis no- 
dosa and Libman-Sachs endocarditis has re- 
cently been discussed, and there are indica- 
tions that these may be different manifesta- 
tions of the same disease process. 
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Anatomically, the heart showed signs of 
aortic stenosis, though the pulse changes 
would not suggest this; definite aortic in- 
sufficiency and cardiac dilatation were pres- 
ent. The presence or absence of an aneurysm 
cannot be determined with certainty from 
the data given. Functionally, acute and 
chronic myocardial failure with terminal 
acute dilatation was present; it seems un- 
likely that acute rheumatic myocarditis was 
present. 

The bone marrow should show myeloid 
hyperplasia. The red cell counts may have 
been slightly depressed as a result of infec- 
tion; reticulocyte counts are not given, how- 
ever. The most likely lesion of the central 
nervous system would be a low-grade syphi- 
litic meningo-vascular reaction. The liver 
should show chronic passive congestion with 
perhaps central scarring as a result of the 
long standing cardiac failure, plus cloudy 
swelling of cells as a result of the general- 
ized infection. The possibility that hemor- 
rhage in the adrenals may have contributed 
to the rapid progression of the disease pro- 
cess must be considered, but no evidence for 
this is found in the record. 

The kidneys should present extremely in- 
teresting lesions. The history of preceding 
gonorrhea, the presence of costovertebral 
angle tenderness, and the findings in the 
urine, especially the white cell casts, are typ- 
ical of retrograde pyelonephritis. Since we 
do not know that the urine cultures were 
planted both aerobically and anaerobically, 
and since there is no note of a bacteriologic 
stain of the urinary sediment, the etiologic 
agent is obscure: it would most likely be an 
anaerobic streptococcus, however. The pos- 
sibility of embolic pyelonephritis, accom- 
panying the subacute bacterial endocarditis, 
must not be overlooked. Endocarditis also 
leads to acute and chronic interstitial scar- 
ring, which should be found. Generalized 
interstitial scarring is described as a lesion 
of syphilis; but most recognizable syphilitic 
nephritis is of the nephrotic type and occurs 
during the acute stage of the disease, con- 
comitant with secondary lesions. The pos- 
sibility of amyloid disease is a rare one. The 
kidneys should also show chronic passive 
congestion. 


Dr. Harvrell’s Diagnoses 


1. Syphilis, generalized, with lymphaden- 
itis; syphilitic aortic valvulitis with 
dilatation and incompetency; thera- 
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peutic paradox with narrowing of the 
coronary ostia; meningovascular syph- 
ilis 

2. Generalized arterial disease with Lib- 
man-Sachs endocarditis involving 
chiefly the aortic valve, and periarter- 
itis nodosa, involving the joints, skin, 
kidneys and spleen. 

3. Acute and chronic retrograde pyelone- 
phritis due to anaerobic streptococci; 
acute and chronic interstitial nephri- 
tis; chronic passive congestion of the 
kidneys. 

4. Acute and chronic myocardial failure; 
congestive splenomegaly with acute 
splenic tumor; chronic passive con- 
gestion of the liver with cloudy swell- 
ing; acute pulmonary edema. 


Anatomical Discussion 


Dr. ROBERT P. MOREHEAD: The heart was 
enlarged and weighed 500 Gm. The cardiac 
enlargement was predominantly left ventric- 
ular, and a fibrinous pericarditis was noted 
on the anterior surface of the heart. At a 
point 1 cm. above the level of the aortic cusp 
a marked degree of calcification of the vessel 
was present. This extended over an area of 
approximately 13 cm. and appeared to in- 
volve both the ascending aorta and the arch. 
The intima appeared to be broken in many 
places, and plaques projected into the lumen. 
The vessel was completely devoid of elas- 
ticity and showed a minimal degree of dila- 
tation. Sections through the aorta showed 
an extensive chronic granulomatous inflam- 
matory process with much fibrosis and num- 
erous miliary gummas. Perivascular infil- 
tration of mononuclear cells was seen in the 
immediate vicinity of the arterioles of the 
adventitia of large blood vessels. 


Anatomical Diagnoses 


1. Caleifie and syphilitic aortitis with di- 
latation of the aorta, aortic insuffici- 
ency, and left ventricular hypertrophy. 
Chronic pyelonephritis, bilateral. 
Fibrinous pericarditis. 

Hydrothorax, bilateral. 

Pulmonary, hepatic, and splenic con- 
gestion. 
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Closing Discussion 


Dr. HARRELL: The pathologic findings are 
explained chiefly by cardiac failure. The 
syphilitic involvement of the aorta was most 
marked beyond the valve. The extensive cal- 
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cification explains the systolic thrill and 
murmur heard at the base of the heart. This 
degree of calcification in the presence of 
syphilis in a relatively young man is un- 
usual. 

The symptoms of infection must all be ex- 
plained on the basis of urinary tract infec- 
tion. The record did not suggest this degree 
of severity. The development of serious 
retrograde infection following gonorrhea is 
well shown. The purpura, lymphadenopathy, 
and neurologic signs remain unexplained. 





PSYCHOSOMATIC CONFERENCE 


DUKE UNIVERSITY SCHOOL OF MEDICINE 





Medical History and Findings 


Dr. J. LAMAR CALLAWAY: The patient, a 
36-year-old white, single man, has had ec- 
zema since childhood. From the medical 
standpoint the family history is noncontrib- 
utory. The present illness may be said to 
have begun at 1 month of age, when the pa- 
tient developed an eruption thought by 
some to be caused by milk. At irregular in- 
tervals since then he has had an eruption 
behind his ears and on his arms, neck, and 
legs. In 1926 he was forced to leave college 
because of a severe attack. In 1929 he be- 
gan to take Fowler’s solution for his eczema. 
In September, 1935, he had a severe attack 
and was admitted to Watts Hospital. In 
October, 1935, he was admitted to Duke Hos- 
pital, and the diagnosis of atopic dermatitis 
was made. I think he has the same thing 
now that he had then. 


Although I have known him since 1932 
and knew that he was having a good deal of 
trouble with his skin, I did not have him as 
a patient until July, 1937. He was then 
placed on the usual eczema regimen. Dr. 
Hansen saw him at that time and studied 
him from the standpoint of allergy. He was 
found to be sensitive to a variety of trees, 
shrubs, pollen and wheat. Neither of us 
thought he needed desensitizing at that time. 
For the next two years he continued to have 
trouble, but it was not severe enough to 
cause him to enter a hospital until October, 
1939, when he had a severe attack and was 
given local treatment. Dr. Gardiner made a 
vascular study which indicated that he had 
an extremely labile vasomotor mechanism. 

In September, 1940, the eczema became 
worse again, and the patient went to Phila- 
delphia to see Dr. Stokes, who went over 
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him completely and diagnosed the condition 
as neurodermatitis. The possibility was men- 
tioned that he might be sensitive to pyogenic 
organisms as well as to certain contact al- 
lergens. 

In September, 1943, he was given a com- 
plete examination by Dr. Vaughan in Rich- 
mond and was placed on an allergy regimen 
without relief. 

The fact that most of his attacks culmi- 
nated in September or October makes us 
think that contact plays some part in his 
condition. 

Last fall he went to Florida and stayed 
there until about April of this year. Two or 
three weeks after his return he started hav- 
ing trouble again. In Norfolk he saw a doc- 
tor who decided to give him large doses of 
vitamin C, and sent him here for a glucose 
tolerance test and vitamin survey. The re- 
sult of the vitamin survey was normal and 
the glucose tolerance test was negative. 

I have seen him several times since 1937. 
He is a personal friend of mine, so I have 
been somewhat prejudiced in my viewpoint 
about his case. I thought from the outset 
that it was strictly an atopic dermatitis. I 
have seen him take jobs and go along very 
well for months at a time; then when the 
pressure gets severe he develops eczema. 
Many times this trouble has appeared when 
he was under no apparent excitement or 
nervous tension. With every attack he has 
an associated feeling of tightness in his 
stomach, and at times he has difficulty with 
his bowels. All of those symptoms represent, 
I believe, a part of his general tension. On 
cold days his fingers become completely 
white, so there is definitely a vasomotor fac- 
tor. His eczema has usually started on ex- 
posed parts of his body, so a contact factor 
still must be considered as the trigger mech- 
anism, in addition to his general tension 
mechanism. 


Psychiatric History and Findings 


Dr. SAMUEL KILGORE: This  patient’s 
father, a successful real estate man, was 
killed in an automobile accident at the age 
of 59. The patient and his father we ‘e never 
close; he does not know why, because his 
father did many things for him and spent 
a lot of time with him. He and his father 
argued a good bit, and in arguments between 
his father and his mother, he would take 
the side of his mother against his father. 
The father was exceedingly nervous. At one 
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time he was supposed to have had tubercu- 
losis. In 1922 he went to a sanatorium in 
Asheville, where he remained for one year 
and was sent back as cured. Subsequent 
examinations were always negative, but the 
father was always very much afraid of hav- 
ing tuberculosis again. 

His mother is living, aged 63. She was 
possibly more strict with the children than 
was the father, but the patient and his 
mother saw eye to eye on most matters. He 
does not understand why he was closer to 
her than to his father. There were no differ- 
ences of opinion between his parents or in- 
consistencies regarding his rearing. There 
was only one other child, a sister, who is 30 
years old, married, and has two children. 
She and the patient were never very close, 
sharing a relationship similar to the one he 
had with his father. In the patient’s opin- 
ion, this was another instance of clashing 
personalities. 

There is no family history of allergic dis- 
turbance, except possibly hay fever in a first 
cousin. An uncle also complained of tight- 
ness in his stomach, which was made worse 
by barbiturates. The patient lived next door 
to his uncle and was well acquainted with 
him. This uncle committed suicide when the 
patient was about 8 or 9 years old, and he 
could never understand it, but remembers it 
quite vividly. He thinks this has not influ- 
enced him. 

The patient had a milk rash as an infant, 
and splints had to be applied to keep him 
from scratching. At 3 years of age he again 
had trouble with his skin and was taken to 
western North Carolina, where he drank 
and bathed in sulfur water with no effect. 
During the early years of his childhood he 
walked in his sleep and had night terrors. 
He said that he was a frail child, afraid of 
more things than most children. He started 
grammar school at the age of 7 and remem- 
bers being bothered with his skin trouble 
from time to time while in grammar school. 
This caused him considerable embarrass- 
ment, and he missed school occasionally on 
account of it. Various diets were tried, but 
with practically no results. Even then the 
trouble was worse in early fall. He states 
that his high school years were the happiest 
of his life. His father and mother were in- 
terested in seeing him get things he wanted. 
In those times, even when he was having 
trouble with his skin, he could not see that 
cold weather had any influence upon it. He 
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spent five years in high school, having had 
difficulty with mathematics. He _ finished 
high school in 1925 and enrolled in the Uni- 
versity of North Carolina. After four or 
five weeks his eczema became so bad that he 
had to drop out. During the fall he worked 
with a surveyor, and improved so much that 
he considered himself well. He then re- 
entered the University of North Carolina, 
the dermatitis recurred, and he dropped out 
after one quarter. He re-entered college at 
Duke and got along fairly well, spending 
three years there. In 1931, after quitting 
school, he worked at odd jobs and then sold 
automobiles and trucks. He began to work 
for the Federal Housing Association in 
Asheville. Two weeks later his eczema be- 
came worse. 

In 1936 a doctor in Norfolk recommended 
that he try the beach. Because he improved 
there, he undertook subsequent trips to 
Florida, each time with improvement. Only 
the last trip seemed to give him very little 
benefit. In 1938 he was forced to go to bed 
because of his dermatitis. He took luminal, 
and two hours later he was swollen and hav- 
ing violent chills and nausea. He first ex 
perienced blanching of his hands and feet 
and the nervous sensation in his stomach in 
1937. 

His jobs were sporadic. In 1941 he had 
a chance to sub-divide and sell some of his 
family’s property. During this time his ec- 
zema got better, even though he had to pre- 
sent cases before the town council. After 
his work was settled he took another job 
and his eczema became worse, necessitating 
another trip to Florida, where he had a re- 
mission once again. In March, 1942, he 
went to work for a construction corpora- 
tion. He was bothered by nervousness and 
cold hands, and began to wonder if possibly 
the nervousness and tension did not come 
just before the breaking out of the eczema. 
He previously thought that the eczema 
came first and the nervousness followed. In 
most instances he developed tension two 
hours before his skin disturbance became 
manifest. Later in 1942 he took a position 
with the O.P.A. He enjoyed his work until 
he brought cases in to the O.P.A. attorney, 
who would not do anything about them. He 
became disturbed and nervous, and his ecze- 
ma became worse; so he quit this job and 
stayed home. After having an allergic study 
made he took another trip to Florida. On 
this last trip he did not improve as he had 
always done before. 
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Discussion 


Dr. CALLAWAY: The fact that this patient 
is sensitive to a variety of local applications 
and to drugs makes it difficult to treat him. 
I still think there is a possible allergic factor 
which we have not uncovered, although basi- 
cally his condition is a neurodermatitis. I 
have heard him say, when his skin was per- 
fectly well, that he was getting tense; and 
in two weeks he would be in bed with his 
whole body oozing and weeping. Then two 
weeks later he would be all right. 

Dr. M. H. GREENHILL: Do you think he 
shows characteristics in common with other 
patients with neurodermatitis? 

DR. CALLAWAY: I think so. It is difficult 
for me to tell you why. He has the look of 
the neurodermatitis patient—the pinched 
expression, the general appearance, and the 
personality. 

Dr. O. C. HANSEN-PRUSS: I realize that 
the purpose of this conference is to evaluate 
the psychosomatic component in a patient 
with atopic dermatitis. In recent years there 
has been a growing and salutary interest in 
the psychosomatic make-up of the allergic 
person. As happens often, however, when 
new medical concepts are introduced or old 
ones rediscovered, the importance of the 
psychosomatic make-up of the allergic indi- 
vidual, particularly the patient with asthma 
or eczema, has been overemphasized. Indeed, 
some neuropsychiatrists have stated that 
asthma is “‘a curable neurosis of the respir- 
atory tract: a part manifestation of a gen- 
eral psychopathic constitution.” (Corta, 
Reichman, Schultz). In a study of 593 aller- 
gic patients, published some years ago, we 
emphasized that the family history of aller- 
gic individuals showed no greater incidence 
of psychic dysfunction than was found in a 
comparable group of non-allergic persons 
(82 per cent). Furthermore, the incidence 
of psychic abnormalities was no greater in 
the group of allergic individuals than in a 
similar group of non-allergic patients. How- 
ever, anyone who deals with allergic persons 
realizes sooner or later that the emotional 
make-up of the patient must always be con- 
sidered. 

There is no doubt in my mind that the pa- 
tient under discussion is a truly allergic in- 
dividual. He has had eczema from babyhood, 
and has repeatedly been found to be highly 
skin sensitive to a number of inhalants, in- 
cluding common tree pollens and ragweed, 
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to wheat, and on several occasions, to vari- 
ous molds. His relatively recent episodes of 
abdominal distress may signify intestinal 
allergy. As far as I can tell from this pa- 
tient’s record, he has never been on a strict 
regimen, except for short trial of an appar- 
ently wheat free diet, nor has he ever re- 
ceived a systematic course of desensitizing 
treatments. Until this is done, and until it 
is proven to be inefficacious, I am unwilling 
to accept the opinion that this young man’s 
dermatitis is due to a psychic imbalance. ° I 
do not reject the idea that psychic factors 
play a role in accentuating his eczema, or 
perhaps even act as a trigger for some of his 
cutaneous explosions. The psychic make-up 
of an allergic patient is always most signifi- 
cant. In many tense allergic individuals 
proper psychiatric management will hasten 
the subsidence of allergic phenomena. Un- 
doubtedly, it would be ideal if the great ma- 
jority of allergic individuals, particularly 
the asthmatic and the eczematous patient, 
could be interviewed by competent psychia- 
trists—if such an examination could be 
made as frequently a part of the study as a 
consultation by an otolaryngologist. 


Dr. GREENHILL: Do you think that a 
strong emotional reaction on the part of the 
patient with atopic dermatitis, or with any 
other allergic disorder, will influence the 
exacerbation of the lesions? 

Dr. HANSEN-PRUsSS: By all means. An emo- 
tional reaction will either precipitate an at- 
tack if the tendency to dermatitis is there 
or will aggravate an existing eczema. The 
psychiatric make-up of individuals is im- 
portant. I think the management of the ten- 
sion state is just as important as the man- 
agement of the allergic state. Any tense in- 
dividual can have a flare-up of his eczema, 
if he has inherited the tendency to eczema. 
I agree that the psychiatric management of 
such a patient is most important, but I al- 
ways wonder whether the psychic disturb- 
ance is primary or secondary. 

This patient is without question allergic 
to many substances. We must remember that 
he is wheat sensitive. We must consider 
then the possibility that all of his symp- 
toms, such as the sensations of tightness in 
his abdomen, choking, and itching, might be 
related to sensitivity to wheat. Again we 
must not forget that sensitivity to the inges- 
tion of wheat may be on a seasonal basis. 
Some patients can eat wheat at some times 
without any reaction, and at other times 
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they will have a flare-up of symptoms re- 
lated to their sensitivity to wheat. 

Dr. CALLAWAY: We do not neglect the fact 
that there is an allergic problem in the case 
of a patient with atopic dermatitis. However, 
I am inclined to believe that it is of far less 
importance as a precipitating factor than is 
the emotional disturbance. If I were to 
grade the relative importance of the two 
factors, I would rate the effect of an allergen 
as 1 plus, whereas I would give a rating of 
4 plus to the emotional factor. We see so 
many patients who, regardless of what con- 
tacts they have, develop cutaneous exacer- 
bations only under emotional stress. 

Dr. HANSEN-PRUSS: I would agree that if 
the atopic dermatitis persists after the sec- 
ond decade of life without any other allergic 
manifestations, the chances are that emo- 
tional disturbance is the most important 
precipitating factor. 

Dr. F. H. HESSER: I would like to ask Dr. 
Callaway how he interprets the patient’s ap- 
parent hypersensitivity to phenobarbital. 
Does he think that this represents the local 
cutaneous antibody reaction or a_ local 
trophic disturbance mediated through the 
central nervous system as a result of altered 
autonomic function caused by the phenobar- 
bital? 

Dr. CALLAWAY: I think it is a specific local 
skin reaction. 

DR. GREENHILL: We have had presented 
today a patient who has been allergic all of 
his life and who has without question dis- 
played grossly pathological responses to var- 
ious allergens. Dr. Callaway and others, 
including Stokes at the University of Penn- 
sylvania, have made the diagnosis of atopic 
dermatitis. In recent years he has had, in 
addition, a disturbance in his extremities 
which is akin to Raynaud’s disease. No one 
will deny that he is a medical problem. 

On the other hand, the patient has also 
complained of certain symptoms which can 
be placed in the psychiatric realm. He him- 
self has noticed that he is unusually tense, 
has a propensity to become depressed, and 
has with the passage of time become aware 


that exacerbations of dermatitis are pre- 
ceded by instances of emotional disturbance. 
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It is recognized in his history that almost 
every time he has attempted to work he has 
been forced to stop because of the recurrence 
of the illness. Other individuals who have 
had to deal with him, including his physi- 
cians, have noticed that he appeared to have 
an emotional disturbance and that he seems 
to have the tense, hyperactive, but emotion- 
ally inhibited personality of the individual 
with neurodermatitis. Dr. Stokes called at- 
tention to the fact that the patient seemed 
to be over-dependent on his mother, and we 
have felt in studying him that he had strong 
feelings of resentment toward certain indi- 
viduals in his family, about which he felt 
extremely guilty. We have had the opinion 
that his emotional status is of no little im- 
portance in the production of exacerbations 
of atopic dermatitis. 

It appears that in this conference we have 
all expressed an identical point of view. It 
is in no way the opinion of this conference 
that the patient’s dermatitis is caused en- 
tirely by an emotional disorder. There ap- 
pears to be evidence with which everyone is 
in agreement that the patient’s emotional 
state has had an influence on the precipita- 
tion of the cutaneous disorder. From the 
content of his discussion it is apparent that 
Dr. Hansen-Pruss agrees with this point of 
view, but he has emphasized more strongly 
than the rest of us the allergic component, 
since he does not want us to place all of the 
emphasis on the psychiatric factor to the 
neglect of the allergic disturbance. The rest 
of us, I am sure, agree that the allergic dia- 
thesis is extremely important and is funda- 
mental, but we do not want the emotional 
component to be underemphasized or neg- 
lected, when without question it exists and 
when most of us feel that in the majority 
of cases of atopic dermatitis it is the most 
important precipitating factor, as Dr. Calla- 
way has stated. 

It is the purpose of this conference to 
evaluate the psychosomatic components in a 
case of neurodermatitis. It appears that this 
has been done by considering every possible 
aspect of the individual who has been dis- 
cussed. We have here a patient with a medi- 
cal disorder which consists of medical, neu- 
rological, allergic, physiological, biochemi- 
cal, and psychological aspects. The consid- 
eration of the part played by all of these 
factors in both the production and exacer- 
bation of medical disorders represents the 
goal of psychosomatic medicine. 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


EVIDENCE: A mere abstract state- 
ment by an ordinary witness that a 
person under investigation was or 
was not, in his opinion, competent is 
improper and inadmissible. 


One wishing to prove competency or in- 
competency, before a court, is not obliged to 
secure the services of a physician for expert 
opinion, inasmuch as a layman who is fa- 
miliar with the case and has had sufficient 
opportunity to observe the patient may tes- 
tify in such suits—provided, of course, that 
the witness states the facts gained from per- 
sonal observation as a predicate for the ex- 
pression of his opinion. The facts of a case 
illustrating this type of testimony are as 
follows: 

In August, 1940, an unmarried colored 
woman who had worked for many years as 
a chambermaid in a hotel and had accumu- 
lated an estate of some ten thousand dollars 
suffered a slight stroke, and ceased her em- 
ployment. In January, 1941, she went to the 
office of an attorney and gave directions for 
the preparation of her will, and on January 
8, 1941, she signed it in the attorney’s office, 
retaining the will in her possession. She 
was then 72 years of age. The will contained 


many bequests of various kinds of property 


to some twenty-five persons, some of them 
relatives. She left surviving two sisters, 
and a number of nieces and nephews. The 
maker of the will died in January, 1944. 

When this will was filed for probate, the 
validity of the paper writing was contested 
on the ground of mental incapacity. An is- 
sue addressed to this determinative question 
was submitted to the jury in the following 
form: “At the time of the signing and exe- 
cuting said paper writing, did the testatrix 
have sufficient mental capacity to make and 
execute a valid last will and testament?” 
To this the jury answered “No.” 

In support of their contention, the cave- 
ators, over objection, were permitted to ask 
questions regarding the mentality of the 
maker of the will, and the witnesses to 
answer them by mere abstract statements. 
The judgment of the Superior Court was 
that the patient was unable at the time of 
making the will, because of her mental con- 
dition, properly to dispose of her property 
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in this manner. From this decision the pro- 
pounder of the will appealed to the Supreme 
Court. 

When this case came before the Court of 
Appeals, the Justice writing the opinion had 
the following to say: ‘While considerable 
latitude is permitted in the reception of 
opinion evidence as to mental capacity from 
witnesses who base their opinions upon per- 
sonal association, transactions, and conver- 
sations, this rule should not be expanded to 
include mere expressions of opinion not 
based on circumstances importing mental 
incapacity, nor should the witnesses be per- 
mitted to answer questions as to whether 
the person whose mental capacity is the 
subject of inquiry had sufficient mental ca- 
pacity to make a will or execute a deed, when 
neither by the question nor by instructions 
of court or counsel have the witnesses been 
apprised of what is in law meant by, or re- 
quired to constitute, mental capacity suffi- 
cient to make a will.” 

It is, therefore, held by most courts that 
mere abstract statements are not admissible. 
It seems that the capacity to make a will 
is not a simple question of fact, but is a con- 
clusion which the law draws from certain 
facts as premises. A lay witness in cases of 
this kind must state the facts gained from 
personal observation as a predicate for the 
expression of his opinion. Failure to observe 
this rule in Superior Court, it was thought 
by the Supreme Court, prejudiced the pro- 
pounder’s case because of the fact that sev- 
eral non-expert witnesses were permitted to 
say that the decedent at the time of execut- 
ing the paper writing did not have mental 
capacity to make a will, apparently without 
understanding what degree of mental capa- 
city was necessary to constitute legal com- 
petency. As a consequence, a new trial was 
ordered. (Decision rendered Fall Term, 
1944. Vol. 224, Page 459.) 





Promin, Diasone, Promizole and certain related 
compounds appear to possess in varying degree the 
ability to restrain development of experimentally 
induced tuberculosis in guinea pigs. It is recognized 
that this offers many contrasts with clinical tuber- 
culosis in humans, even thoyigh the causative or- 
ganism is the same... 

Any use of chemotherapeutic agents in the treat- 
ment of tuberculous patients must...be regarded 
as a purely clinical investigation. It must be empha- 
sized that such use is not without hazard and that 
the roentgenological and clinical evidence reviewed 
gives no justification at this time for more than a 
critical interest in the value of these drugs in pa- 
tients. Report of Comm. on Therapy, Amer. Trud- 
eau Soc., Amer. Rev. of Tuber., Apr. 1944. 
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HE danger that an unsuspected case of tuberculosis will infect others is present 

wherever human beings live in close contact. Whether it be in families, in schools, in 
offices, or under such artificial conditions as were produced by the evacuation of children 
from the danger areas in England is not important—the significant factor is always the 
case which is not recognized until too late to prevent spread of the disease. Too often chil- 
dren are overlooked in the search for contacts when a case of tuberculosis is discovered. 





PULMONARY TUBERCULOSIS AS INFLUENCED BY WARTIME RELOCATION 


An increase in tuberculosis in England 
following the outbreak of the war seemed 
to justify collection and examination of the 
results of work among tuberculous children 
in East Sussex in relation to the spread of 
the disease traceable to evacuation and 
billeting. 

Little work has been done in England on 
locating the source of tuberculosis observed 
among children. Reports from Scandinavian 
and American investigators show that 
wherever the background of these children 
is carefully studied, large numbers of unsus- 
pected spreaders of bacilli can be detected 
among their contacts, since infection quickly 
registers among children exposed to open 
cases of tuberculosis. This has been demon- 
strated by our experience with evacuated 
children. 


METHOD OF INVESTIGATION 


History, physical examination, tuberculin 
skin tests, blood sedimentation rates and 
chest X-ray films were recorded in all cases. 
Gastric lavage was done on cases admitted 
to the hospital. 


CASE HISTORIES 


GROUP I—Cases showing the effect of 
billeting healthy children with others who 
have open tuberculosis: 

Case 1. A girl 12 years old was admitted 
to the hospital with a diagnosis of rheuma- 
tism. She was found to have a cough of sev- 
eral months duration but previous examina- 
tions made in London had proved negative 
for tuberculosis. Therefore, the tuberculosis 
office of the reception area had not been noti- 
fied. Cavities were found at both apices. This 
was confirmed by X-ray. The blood sedimen- 
tation rate was 21 mm.; later it was 50 mm.; 


the sputum was loaded with tubercle bacilli. 


School Contacts—Four children out of 
fifteen were found to be infected with tu- 
berculosis. Two others showed suspicious 
X-ray findings. All children were reexam- 
ined at three-month intervals until calci- 
fication developed in the primary foci and 
mediastinal glands. 

Billet Contacts—A girl six years old 
was infected by Case 1 who was billeted 
with the parents of Case 2 for six months 
during which time the child developed a 
cough. She had a pleural effusion in the 
right base demonstrated by X-ray. The 
primary complex appeared as this cleared. 
The child made a good recovery with 
healed calcified lesions in the right lung 
appearing later. 

Another contact was an eight-year-old 
girl who was admitted to the hospital com- 
plaining of abdominal pain. She gradually 
developed tuberculous meningitis and died 
after three weeks. X-rays showed miliary 
tuberculosis. She spent a month with Case 
1 at a holiday camp, sharing a bed with 
her at this time. 

Case 2. A boy 11 years old was sent to 
the local practitioner because he looked thin. 
The doctor found suspicious signs in his 
chest and sent him to the hospital. The 
school medical officer had examined this boy 
with special attention because his mother 
had died of tuberculosis but did not X-ray 
his chest. No note had been sent to the tuber- 
culosis officer of the reception area. There 
were cavities at both apices, confirmed by 
physical signs. Gastric lavage showed many 
tubercle bacilli. In addition to the boy’s 
mother, a brother and a sister in the same 
family died with tuberculosis and the child 
himself had attended a tuberculosis clinic. 
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School Contacts—In all, 40 children and 
their teacher were examined and 11 of 
them were found to have been infected 
with tuberculosis; six of these showed 
definite activity, four had healing lesions 
and one had a calcified lesion. 

Billet Contacts—Case 2 was _ billeted 
with five other children, three of whom 
were infected with tuberculosis. One child 
in this group had sanatorium treatment. 


GRouP II—The effect of billeting healthy 
children in households in which there is or 
has been tuberculosis is no less serious: 

This is illustrated by the case of a child 
of five who entered the hospital with phlyc- 
tenular conjunctivitis and was found to be 
infected with tuberculosis. She was one of six 
brothers and sisters, all previously healthy, 
who were placed witha foster-mother known 
to have had tuberculosis eight years previ- 
ously. This woman had a bad cough while 
the children were living with her but refused 
examination. Four of the six children were 
found to have tuberculosis. 


GrouP I]]—Neglecting the examination of 
child contacts may also have disastrous re- 
sults: 

Case 3. A girl six years old died in the hos- 
pital of miliary tuberculosis. This child was 
infected by her aunt, a young adult who had 
entered a sanatorium some months before. 
The child had often visited her but had not 
been examined and the tuberculosis officer in 
the reception area had not been notified. 


School Contacts—Case 3 attended an 
evacuation school and all of the children, 
39 in number, and three teachers were ex- 
amined. Eight children had evidence of 
recent tuberculous infection. 

Two of the children examined with this 
school were found to have tuberculosis. 
The infection in the case of these two was 
traced to their mother, who had died from 
tuberculosis four months earlier. After 
the death of the mother one child had been 
examined clinically but no X-rays were 
taken. 

Billet Contacts—A brother and a cous- 
in, the latter of whom died of tuberculous 


meningitis, were found to be infected. An-— 


other brother has remained healthy. 
DISCUSSION 


In reviewing these cases one is impressed 
by the importance of the search for child 
contacts and the little attention usually paid 
to them. So great is the risk of bacillary 
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transmission that all children who have been 
in close or repeated contact with a case of 
reinfection pulmonary tuberculosis should 
be regarded as having become infected until 
it is proved otherwise. 

To be domiciled with a case of open 
phthisis is relatively much more dangerous 
than to attend the same school with a case. 
Physical examination that deals with the ex- 
terior of the chest alone is worthless in chil- 
dren and may be dangerous, as an infected 
child may be labeled as “normal.” All child 
contacts should have complete examinations, 
including tuberculin skin tests and X-ray ex- 
aminations. 

Wherever children are placed in a new 
environment, great care should be taken to 
establish that they are not suffering from 
tuberculosis and that they are not thrown 
unwittingly into contact with it. Certainly, 
a more intensive search must be made for all 
child contacts of open cases of tuberculosis. 

Pulmonary Tubercle in Children, Influ- 
ence of Evacuation on Its Incidence, Marcia 
Hall, M.D., The Lancet, July 10, 1943. 
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PRESIDENT’S MESSAGE 


Dr. Hamilton McKay is Chairman of the 
Committee appointed from the Medical So- 
ciety of the State of North Carolina to work 
with the physician members of the Gover- 
nor’s Commission in formulating a program 
for the extension of medical and hospital 
care in North Carolina. Dr. McKay feels 
very strongly that in the recommendations 
of the Commission, which have now been 
published, we have the means to prevent 
federalization of medicine in North Caro- 
lina. He further feels that the recommenda- 
tions of the Commission will go a long way 
toward solving the problem of distribution 
of medical care in our state, largely under 
the direction and guidance of the organized 
medical profession. Believing that the doc- 
tors of North Carolina would like to have 
the opinion of Dr. McKay in his official ca- 
pacity as chairman of this most important 
committee, I requested him to reduce his 
ideas to writing for publication in the 
JOURNAL. The following article is, therefore, 
published. 

Respectfully yours, 
PAuL F. WHITAKER, M.D. 
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THE PEOPLE HAVE SPOKEN 
HAMILTON W. McKay, M.D. 
CHARLOTTE 


Governor Broughton has spoken for hun- 
dreds of North Carolinians, both white and 
colored, who for various reasons do not know 
how to speak for themselves. The speech 
takes the form of a proposal called the “‘Gov- 
ernor’s Plan.’ The final form of this plan, 
now reported by the Governor’s Commission, 
is the result of eight months of exhaustive 
study by laymen and doctors who are lead- 
ers in their respective fields in North Caro- 
lina. 

The plan, if put in effect slowly and cau- 
tiously, possibly one unit at a time, will cul- 
minate in the third great movement for 
progress in the state—the first two being 
good schools and good roads. This one, if 
brought into being, will have to do with the 
education of doctors and medical personnel, 
and with better hospital and medical care 
for every individual in North Carolina. Such 
a plan will give the people what they want 
and will enable the doctors of North Caro- 
lina to escape a system of medicine con- 
trolled politically through the channels of 
either the state or the federal government. 
Let us keep before us in the further consid- 
eration of this proposal the fact that there 
is a vast difference between politically con- 
trolled medicine and a system financed by 
the state, with medical guidance and leader- 
ship. 

Let it be understood in the beginning 
that there are sharp differences of opinion 
among medical men as to the availability 
of “adequate” medical care for various 
classes of the population. One group will 
argue that there are too many physicians, 
others that there are too few; still other 
groups think that we have too many poor 
doctors and not enough good ones. 

Another angle of this very interesting de- 
bate is that one group feels the question of 
adequate medical care to be purely economic, 
another will argue that it is entirely social, 
and still another that it is purely profes- 
sional and scientific. All three factors enter 
into the picture, and none can stand alone. 
Those who approach the question with an 
open mind and with adequate information 
can agree on at least one major premise: 
that a large number of people—let us say 
between one-fourth and one-third of the pop- 
ulation—are not getting the best hospital 
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and medical care which modern medicine 
has to offer at the present time. 
Immediately I hear* a group advance the 


argument, which has been going on for 
months and years, that this proportion of 
the population is constituted of the “have 
nots.” They are the people who lack clothes, 
food, shelter, and proper housing. The ques- 
tion naturally arises, “Is the doctor at fault 
because these people do not have adequate 
medical and hospital care?’ My answer is 
that it is not the doctor’s fault. However, it 
is positively his responsibility to furnish 
leadership in the plans for proper medical 
care and hospital management of this group. 
I make this statement with a great deal of 
emphasis, because I believe that the medical 
profession is the only group capable of fur- 
nishing desirable leadership. 

A great university like the one at Chapel 
Hill should, in my opinion, have a four-year 
medical school, if possible. The state has 
already invested a million dollars in what is 
now an excellent two-year medical school 
with fifty-four years of honorable history 
behind it. Its students are welcomed in the 
best medical schools of this country. This 
should be, it seems to me, argument enough 
for a four-year medical school at Chapel 
Hill. Such a school would strengthen the 
Graduate School; it would strengthen the 
School of Public Health; and it would lay 
the foundation for a school of dentistry 
which is badly needed in North Carolina 
and should be at Chapel Hill. A cultural 
atmosphere would be provided for the four- 
year medical student on the campus of one 
of the best universities in the United States. 
These are a few of the arguments for plac- 
ing a four-year medical school and hospital 
on a university campus. I am quite sure that 
many of the doctors of North Carolina will 
not agree with this statement, but I am also 
sure that those who have sons to be edu- 
cated in medicine will want them to be in a 
cultural environment. 

The two-year medical school at Chapel 
Hill has graduated 25 per cent of the doc- 
tors practicing in North Carolina, and I feel 
personally indebted to it for many of my 
fine associates and hundreds of other inti- 
mate professional friends. Without letting 
sentiment enter into the question of a four- 
year medical school at Chapel Hill, I am 
quite sure that no citizen of the state would 
want any portion of the University’s pro- 
gram as important as medicine to stand in 
jeopardy. 











622 


It is well-known that most of the states 
which operate two-year medical schools are 
making arrangements, or have already done 
so, to convert them into four-year schools. 
As the requirements for pre-medical educa- 
tion become more strict, and the selection 
of medical students more exacting, fewer 
students will drop out at the end of the first 
or second year of medicine. For this reason 
there will be fewer vacancies in the good 
four-year schools for students from the two- 
year schools. In time, the two-year school 
will be doomed. 

The student loan plan for country boys 
would enable first-class students from the 
rural areas to study medicine. This in itself 
would be a great step toward the solution 
of that vexing problem of proper distribu- 
tion of medical care. If no other portion of 
the Governor’s Plan is put into effect, I sin- 
cerely hope that the state will build a four- 
year medical school and hospital at Chapel 
Hill, second to none. It will be more difficult 
in the beginning to establish such a school 
in this location, but the great advantages to 
the medical student of being educated in 
such an environment far outweigh any argu- 
ments for establishing a portion of the med- 
ical school elsewhere. 

The medical profession should feel obli- 
gated to furnish adequate medical care for 
the large group of people who are not now 
receiving it. Adequate and properly distrib- 
uted medical care cannot be provided with- 
out additional hospital beds in North Caro- 
lina. The proper distribution of medical 
care, especially in the rural districts (towns 
of 2000 or less), depends first on good hos- 
pital facilities or health centers. Second, it 
depends on economic adjustments, including 
complete insurance coverage for hospitai 
bills and medical, surgical, and obstetrical 
care. Third, it depends on the proposed stu- 
dent loan fund for country boys, to be furn- 
ished by the state without interest, provided 
the young doctor will return to practice in 
the rural districts of North Carolina for at 
least four years. If we can adjust these three 
factors, we will have gone a long way to- 
ward taking adequate medical care to the 
people instead of trying to bring large num- 
bers of people to the doctor and hospital in 
the large centers. I am personally convinced 
that facilities for medical care, including 
centers for treating ambulatory persons, 
health education centers, hospitals and 


clinics, will be carried to the people in the 
future far more than the people will be 
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moved to the doctor—except in the relatively 
small number of cases which require special 
diagnostic or therapeutic procedures. If the 
physicians do not provide the leadership nec- 
essary for this rather abrupt and radical 
change in our thinking, the state and fed- 


-eral government will rapidly take the initia- 


tive, and both the cause of medicine and the 
people will suffer. 

Every well-informed doctor must realize 
by this time that in the future he will have 
to do a large part of his practice under some 
form of insurance. When I say insurance, I 
mean insurance that both pays the hospital 
bill and pays the doctor a reasonable fee for 
medical, surgical, and obstetrical care. If 
the doctors in North Carolina would interest 
themselves more in a full-coverage insurance 
plan, they would do a great service both to 
themselves and to their patients. It will be 
very difficult to have a sufficient number of 
hospital beds in North Carolina without 
adequate insurance coverage to pay for 
them. 

I do not believe it is too much to hope that 
every doctor in North Carolina will thor- 
oughly inform himself on the whole ques- 
tion of medical care and, having done this, 
will militantly align himself with or against 
the proposals of Governor Broughton. If 
any doctor does not like the plan, he should 
either propose an amendment to the one 
offered or substitute a better plan of his own 
liking. I am confident that if the doctors in 
North Carolina remain neither hot nor cold, 
but indifferent to the proposed plan of Gov- 
ernor Broughton, as many of them are to- 
day, the plan will probably be defeated. We 
can be assured of one other thing, too. If we 
assume a negative or indifferent attitude to- 
ward the radical changes which are now 
taking place, not only in medicine but in all 
the world, we are actually inviting a politic- 
ally controlled plan for medicine. 

The views set forth here are colored by 
the two volumes of AMERICAN MEDICINE: 
EXPERT TESTIMONY OUT OF COURT’, pub- 
lished in 1937. In these volumes, doctors 
really tell what they think about themselves, 
and the type of medical care which they have 
rendered their patients in the past and are 
giving today. I want to express my gratitude 
to the authors and give full credit to this 
work for many of the ideas expressed in this 
article. 


as American Medicine: Expert Testimony Out of Court, New 
York, The American Foundation, 1937. 
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In conclusion, I believe that the Gover- 
nor’s proposal is worthy of study and con- 
sideration by every doctor in North Caro- 
lina. While it may take many, many years 
to bring the entire plan into being, the idea 
appeals to me as a good one for the medical 
profession and for the people. It is a North 
Carolina plan which will for all times keep 
out of North Carolina a system of medicine 
controlled by the federal government. I 
would like to close by saying that if I did not 
think the Governor’s Plan would work for 
the best interest of the doctors and the 
people, I would still believe in the under- 
lying principles set forth in this document 
—namely, that the strong should help the 
weak, that the educated should try to make 
the uninformed and ignorant see the light, 
and that the parable of the Good Samaritan 
should not be obsolete, but should be as true 
and fresh today as when it was written. 





ANNUAL REPORT OF THE ASHEVILLE 
CITY HEALTH DEPARTMENT 
GUIDANCE CLINIC 19438-1944 

The Guidance Clinic of the Asheville City Health 


Department had been in operation one year on June 
1, 1944, under the direction of Dr. Tom A. Williams, 
a neuropsychiatrist with international experience 
who now resides in Asheville and volunteered his 
services to the department to organize and conduct 
this clinic without remuneration. From the outset 
Dr. Williams’ aim has been to deal with children 
or adults who present an adjustment problem in 
school, at home, or in the community. As he is in- 
terested in the prevention or correction of malad- 
justments, he has not sought patients who have 
organic disorders. Since there is no similar psychia- 
tric service available in this section, patients from 
the surrounding region have been admitted to the 
clinic. For diagnostic purposes and preliminary ad- 
vice children under the school health program, and 
some others, have been accepted regardless of their 
economic level. Patients with sufficient means have 
been referred to private physicians for further care. 
In the spring a Guidance Clinic Auxiliary Commit- 
tee was formed to promote community interest and 
the knowledge of the principles of mental hygiene 
among teachers, parents and representatives of 
civic organizations and social agencies. 

The scope of the clinic may be summarized as 
follows: 


Total number of patients admitted........ 90 


Total number of clinic visits.................... 123 
ID: idcnisacntacerksshopstncissnenssiossasenres 71 
I, NE os cicnsvsmnsenqecsdcensscnses .... 19 
sic kavckstpeecebiles 0 18 
SESH LR. gg Ee ee 27 
Nee enc vinkacebuppdetucpdncivhone 45 
Sources of Referral: 
TS EE i a ee 27 
Pupescmms ana nurses .............................. 33 
se kteocudslnce 14 
EST aa De ee a ee 10 
EE a eee 6 
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The complaints of patients in the clinie may be 
classified into two groups: 


1. The — +a Bah cae he 41 patients 


Medical . all 16 ™ 
Endocrine | aD ag a 44 - 
Neurological 00.00.0000... pe 3 


This group comprises headache, fainting, languor 
and fatigue, enuresis, twitching, malnutrition and 
some speech defects. 
2. one peyenological -_....................... 48 patients 
ica is. ccsanbestssniiwaseeesescela 


Not abnormal .................... _8 " 
High intelligence ..... aa 2 
Low intelligence _........... ae 7 


This group comprises contumacy, gloominess, night- 
mare, tantrums, phobias, impulsions, thieving, 
truancy, the unsocial, inferiority feelings, backward- 
ness in reading, and some speech defects. 

Children and adolescents who have been brought 
to the clinic have frequently been found to be suf- 
fering from faulty parental guidance. All children 
are expected to be accompanied by one or both pa- 
rents. By the system of interviewing the child and 
parent separately as well as jointly, emphasis has 
been put upon the parents’ attitude and understand- 
ing, as well as on the correction of the child’s per- 
sonal difficulties. When the child has been referred 
through the schools, the principal or teacher is in- 
terviewed or given a report including suggested 
corrective measures. 

With the help last summer of a college trained 
volunteer, and subsequently of the experienced 
clinic nurse, the revised Stanford modification of 
the Binet test has been used in all cases in which it 
was indicated or was requested by the agencies who 
referred the patient to the clinic. Seventeen of these 
tests have been given in the year reported. 

Of the psychogenetic cases many were righted by 
pure psychotherapy. In some this was aided by the 
cooperation of parent, school, social service, or em- 
ployment agencies to secure a desirable change of 
occupation, 

For delinquents who have reached the courts the 
efforts of the clinic have availed little, in spite of 
the enlightened attitude of judges and the devotion 
and understanding of probation officers. In patients 
so far gone in psychological perversion mere con- 
sultations are insufficient. 

Asheville’s pressing need is better placement 
facilities for children who must be removed from 
their families. At present we must choose detention 
behind bars in a partially segregated portion of the 
county jail, emergency care for girls or little boys 
at the diminished County Children’s Home, very 
temporary care (because of insufficient funds) in 
our few boarding homes, or commitment to a state 
reform institution. If this situation could be im- 
proved we would profit by an organization such as 
exists in some communities for the re-training of 
these unfortunates under constant supervision. The 
principle of conditioning succeeds best with delin- 
quents and its application must be intensive and 
continuous as well as understanding and kindly. 

During the year the clinic has encountered five 
children of normal intelligence who were unable to 
read well enough to do the work of their class. The 
Guidance Clinic Auxiliary has voted to assist the 
school system in securing help from experts who 
can give the needed training to children to over- 
come this serious defect. 

Through the Rehabilitation Commission, veterans 
of this war have already been referred to the clinic 
for advice. When government plans are crystallized 
it is intended that the clinic should fit into the 
local program. 
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Results 
eo 21 
Patients improving .......... iiissiniiaasaclake 11 
Patients referred elsewhere .............. 12 


Patients who failed to return............ 46 


The Guidance Clinic Auxiliary, which was an out- 
growth of the Asheville Mental Hygiene Society, in- 
cludes in its membership several clergymen, teach- 
ers, parents, Health Department members and rep- 
resentatives of civic organizations and_ social 
agencies. The chairman is Mr. C. L. Haney of the 
Vocational Rehabilitation Commission. It has met 
twice each month, and programs presented include 
psychological rehabilitation of veterans, given in 
part by medical officers stationed at nearby hos- 
pitals; the psychological background of the infant; 
a British movie on their pre-school set-up; and book 
reviews. Members of the committee have contrib- 
uted and read selected books which are being added 
to the collection at the Pack Library and will thus 
be made available to the reading public. As the pur- 
pose of the clinic is prevention rather than cure, the 
existence and efforts of this committee are a leaven 
in the community for a better life for our children, 
who are our heritage for the future. 





NEws NOTES FROM THE STATE BOARD 


OF HEALTH 

A quarter of a century ago our country had just 
emerged from World War I, during which 629 adult 
North Carolinians were killed in action. 6,128 in- 
fants and small children in this state have died of 
diphtheria since 1918. 

There have been reported to the State Board of 
Health 466 cases of diphtheria since January 1, 
despite the fact that this is a preventable disease, 
and that the immunization of infants and small 
children against it is a legal requirement. Of these 
466 cases, 127 were reported in October alone. Diph- 
theria, at this‘*moment, is present in many sections 
of North Carolina. So far this year, cases have 
been reported from 79 counties. One case of polio 
can cause more excitement than a dozen cases of 
diphtheria, and yet, since the first World War, 
6,128 North Carolina children have died of diph- 
theria, as compared with a total of 543 deaths from 
polio during that period—less than one-tenth the 
number who died of diphtheria. 

x * * * 

Official figures quoted by Secretary Frank Web- 
ster of the North Carolina Tuberculosis Association, 
in an article in the November Health Bulletin, show 
that last year 1,459 persons in North Carolina died 
of tuberculosis—616 white persons and 843 Negroes. 
There are an estimated 14,500 cases of active tuber- 
culosis in this state at the present time. 

The tuberculosis death rate in North Carolina for 
1943 reached a new low of 39.7 per 100,000 inhabi- 
tants. Since 1904, the year the National Tubercu. 
losis Association was organized, the rate has been 
cut 75 per cent, and yet this disease kills more 
people between the ages of 15 and 45 than any 
other one disease. The Association does not claim 
all the credit for this by any means. There are 
many reasons for this decline, and the credit is not 
claimed by, nor can it be given, any single group. 
On the other hand, the National Tuberculosis Asso- 
ciation has collected and made available for the 
fight against the Great White Plague millions of 
dollars, through the annual sale of Christmas seals, 
which are bought by the rich and the poor, the well 
and the sick, adults and children. Not a penny thus 
posted has been a poor investment for the pur- 
chaser. 
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The North Carolina State Nutrition Committee, 
of which Dr. Carl V. Reynolds, State Health Officer, 
is the Chairman, held a two-day conference in Ra- 
leigh, November 29 and 30, to report on what al- 
ready has been accomplished and to plan future 
activities. 


Dr. Carl V. Reynolds, State Health Officer, has 
issued a warning to hunters against tularemia, or 
“rabbit fever,” of which more than 30 cases a year 
are diagnosed positively at the State Laboratory of 
Hygiene. 

Dr. Reynolds stated that rabbits should never be 
prepared without the use of rubber gloves, or some 
other adequate protection against contact and pos- 
sible infection. He also advised against eating rab- 
bit meat that has not been thoroughly cooked, as 
thorough cooking insures sterilization. 

“Hunters,” the health officer said, “should shoot 
only at running rabbits, as those that move slowly 
or not at all are more likely to be infected with 
tularemia. An indication of the presence of the dis- 
ease in rabbits is whitish spots on the internal or- 
gans. Such meat should be destroyed and no attempt 
made to eat it.” 

Tularemia is characterized in humans by an in- 
itial sore, a pustule, or ulcer, at the site of infec- 
tion, followed rapidly by inflammatory swelling of 
the regional lymph glands. 

When the patient recovers, it is a slow process, 
extending over a period of months. 





NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


North Carolina has won two places in the Na- 
tional Essay Contest conducted each year by NTA. 
The Tenth Grade English Class of the Hillside Park 
High School, Durham, N. C., received fourth prize 
in the high school class group and Anne Derr of 
Livingstone College, Salisbury, N. C., was chosen 
by the judges as winner of the third prize in the 
college group. 

a a a 

An Institute on Tuberculosis for Negro Physi- 
cians and Nurses was held in Winston-Salem on 
October 18 under the sponsorship of the Twin City 
Medical Society and the Forsyth County Tubercu- 
losis Association. During the Institute Dr. P. A. 
Yoder, Medical Director of the Forsyth County San- 
atorium, conducted a pneumothorax and fluoroscopic 
clinic. Dr. Howard Payne of Washington, D. C., ad- 
dressed both the nurses and the doctors on various 
phases of tuberculosis treatment and control. 

Mrs. C. O. DeLaney, Executive Secretary of the 
Forsyth County Tuberculosis Association, had on 
display an exhibit of educational materials in which 
a great deal of interest was shown. 

* * & & 

An Institute on Tuberculosis was held in Char- 
lotte on November 8 under the sponsorship of the 
Mecklenburg County Tuberculosis and Health Asso- 
ciation for the Negro doctors and nurses in that 
part of the state. All the Negro doctors, including 
dentists, and Negro nurses were invited to be pres- 
ent. The Institute was held at the Mecklenburg San- 
atorium and the program included a tour of the 
buildings, observation of fluoroscopic examinations 
and demonstrations of pneumothorax. The principal 
speaker was Dr. Paul P. McCain, Superintendent of 
the North Carolina Sanatoria. So much interest was 
manifested in the program and discussions that it 
ia panned to make such an institute an annual 
affair. 
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NEws NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Harold Green, Associate Professor of Physi- 
ology at Western Reserve University, Cleveland, 
Ohio, has been appointed Professor of Physiology 
and Pharmacology at the Bowman Gray School of 
Medicine. He will assume his duties January 1, 1945. 

* * * * 

The scientific exhibit, “A New Approach to Basic 
Supportive Therapy in Rocky Mountain Spotted 
Fever,” was given the second award at the meeting 
of the Southern Medical Association in St. Louis. 
The exhibit was presented by Drs. George T. Har- 
rell, William Venning, and William A. Wolff, from 
the Departments of Medicine, Pediatrics, and Pa- 
thology. 

A symposium on Rocky Mountain spotted fever 
was presented at the Seaboard Medical Society 
meeting in Wilson by Drs. Robert Lawson, Robert 
Morehead, and George T. Harrell, from the Depart- 
ments of Pediatrics, Pathology, and Medicine. Dr. 
C. C. Carpenter, Dean, presided. 


* * * &* 


Dr. George T. Harrell attended the meeting of 
the Research Committee of the National Tuberculo- 
sis Association in Washington, D. C., December 1. 

a BS 3K 1 


Dr. Robert L. McMillan, Associate Professor of 
Clinical Medicine, has recently announced that he is 
restricting his practice to diseases of the heart and 
circulatory system. 

* * * * 


Dr. Samuel B. Sturgis, of Ardmore, Pennsylvania, 
has presented the library with approximately one 
hundred prints, which have been mounted and cata- 
logued. These prints were made by the most promi- 
nent engravers of America. They include a repre- 
_sentative collection of physicians of prominence in 
the early periods of American medicine. In addi- 
tion to these, Dr. Sturgis presented also two larger 
prints, of Thomas Willis and Benjamin Rush, suit- 
able for framing. 

* aK % 

Dr. B. B. Weinstein, of New Orleans, Louisiana, 
has presented a small collection of replicas of medi- 
cal medallions, intended to serve as a nucleus for a 
larger collection. 





SEABOARD MEDICAL ASSOCIATION 


The Forty-Ninth Annual Meeting of the Seaboard 
Medical Association of Virginia and North Carolina 
was held at Wilson December 5, 6 and 7. Among the 
North Carolina doctors participating on the pro- 
gram were Dr. Paul Whitaker of Kinston, Dr. 
Graham Ramsey of Washington, Dr. C. W. Goodwin 
of Wilson, Dr. C. T. Smith of Rocky Mount, Dr. W. 
C. Hunter of Wilson, and Drs. C. C. Carpenter, R. 
P. Morehead, R. B. Lawson, and George T. Harrell 
of Winston-Salem. Dr. E. L. Strickland of Wilson 
was toastmaster for the annual banquet. Officers of 
the Association for 1944 were: 

Dr. M. A. Pittman, Wilson, President 

Dr. F. Ivan Steele, Windsor, Va., First Vice Presi- 

dent 

Dr. G. G. Dixon, Ayden, Second Vice President 

Dr. R. H. Wright, Phoebus, Va., Third Vice 

President 
Dr. I. A. Ward, Hertford, Fourth Vice President 
Dr. Clarence Porter Jones, Newport News, Va., 
Secretary and Treasurer 
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FIFTH DISTRICT MEDICAL SOCIETY 


The Fifth District Medical Society met at Lum- 
berton on November 2, 1944. The following scien- 
tific program was presented at the afternoon ses- 
sion. 

Discussion of Hodgkin’s Disease—Dr. L. R. Dof- 
fermyre, Dunn. 

Some of the More General Aspects of Allergy— 
Major Grubb, Asst. Medical Officer in Charge, Sta- 
tion Hospital, Camp Mackall. 

Sarcoidosis—Dr. P. P. McCain, Sanatorium. 

Experiences with Penicillin and Thiouracil—Dr. 
Monroe T. Gilmour, Charlotte. 

At the dinner meeting Dr. Paul F. Whitaker, 
President of the State Medical Society, and Dr. Ros- 
coe D. MeMillan, Secretary-Treasurer, discussed 
some problems concerning the medical profession 
and the governor’s proposal for the extension of 
medical and hospital care. The election of officers 
followed. 





CHARLOTTE MENTAL HYGIENE SOCIETY 


Members of the Charlotte Mental Hygiene Society 
sponsored a talk by Dr. Wiley B. Sanders of the 
Sociology Department, University of North Caro- 
lina, on “Our Problem of Juvenile Delinquency,” at 
a dinner meeting held in Charlotte on December 8. 
An open forum discussion followed the address. 





NEWS NOTES 


Major Martin R. Wisely, MC, of Edenton, N. C., 
has recently been awarded the Silver Star. His cita- 
tion declares that “on June 11, 1944, near Carentan, 
France, while his organization was pinned down by 
intense enemy machine gun and mortar fire, he, with 
complete disregard for his own personal safety, 
moved in to the front lines, administering first aid 
and removing the wounded, thereby saving the lives 
of many wounded soldiers. His conduct was in ac- 
cordance with the highest standards of military 
service.” 

x * Bo ne 

The following doctors from North Carolina were 
accepted into fellowship in the American College 
of Surgeons in 1944: 

Dr. Leon R. Culbertson, Winston-Salem 
Dr. Alfred T. Hamilton, Chapel Hill 
Dr. Henry C. Harrill, Greensboro 

Dr. James F. O’Neill, Winston-Salem 


* * x % 
Among the doctors registered from North Caro- 
lina at the Southern Medical Association meeting 
in Saint Louis, November 13-16, were the following: 


Lenox D. Baker .. . Durham 
Roger D. Baker . Durham 
J. R. Bender ........ Winston-Salem 
Be Mi III ccna ccvenasccarsesensesovccsanse Charlotte 
G. M. Billings ..... . Morganton 
M. D. Bonner ...... ...... Jamestown 
O. B. Bonner ....... ... High Point 
H. L. Brockmann _ High Point 
R. E. Brooks ...... . Burlington 
L. J. Butler ...... Winston-Salem 
Merl J. Carson ... Raleigh 
David Cayer . Durham 
W. M. Coppridge ... Durham 
C. S. Drummond ..Winston-Salem 
W. L. Fleming .. Chapel Hill 
et Raleigh 
A Fort Bragg 
J. Y. Griggs ..... Asheville 
K. S. Grimson . Durham 
E. C. Hamblen . . Durham 
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G. Tt. marreil ..... poets ae > Tees Winston-Salem 


IER 
S. 8S. Hutchinson .................................... Bladenboro 
EE | LARS IEE Sanford 
W. M. Johnson . Winston-Salem 
W. E. Keiter ..... servos sstaxiinnsiesiineiontcecsidiiiaiaaaaaan 
WwW. 4a. Barby _........ _........... Winston-Salem 
F, L. Knight ........ sivesssnedantenveneniiiadeaaa ae 
ee Ee Winston-Salem 
I ss ssnanseseessbiebaceneimacsarssebeneeee Durham 
ge ee Chapel Hill 
BREE 6 ccrcisxssesvnsacnsésnciieamececschsinnisinetsinneien tn nnn 
Oren Moore ....... sassstcntecniccsontadine pce NO 
J. W. Morris ...... Ceres North Wilkesboro 
Ne) Bo Gb | Se lee aL Durham 
tp re IE... ss. -sacicnawanbuantsbbespnensenlel Mebane 
SS eee Mooresville 
Sie PTY a ..scscscssesnsovinvosenccsnencodainl Goldsboro 
C. W. McPherson - eee Burlington 
T. R. Nichols ......... SPR ie Morganton 
eyes. OI Durham 
De, We GORIDOCK ............00..ccccrsccessrssiscccceece MRORIRRUON 
Alban Papineau - eee ee Plymouth 
PI, Sisccvitesincssvisedinansnsnasesithauaialt Winston-Salem 
ag NS ene aE URN: Lee ee Durham 
II 7.7... cnasssunssaponibigsiniaieiweseslaleiiienaale Elkin 
hg Dy LS 5 a meee Penne Se) Huntersville 
H. B. Smith ......... ...... North Wilkesboro 
Albert Stewart, Jr. _. pa ees Fayetteville 
EK. S. Thompson . _.......... Winston-Salem 
J. W. Thompson .. bok oot ay Sec ake en Creedmoor 
ENN 
. G. Watkins ..... noowattecnecenscasenscennecase’ WW ISSA DON 

RINE gosasossiscnnaeasssiccicasensy shies Rocky Mount 
% M. White ........... Sub hie ee Raleigh 


B. Whittington ... ccs... Winston-Salem 


RSS OSOs 


J. werignt .......... Se i ee Chapel Hill 
a Rockingham 
co i: ore _......--..--..-. Winston-Salem 





SOUTHERN CHAPTER, AMERICAN COLLEGE 
OF CHEST PHYSICIANS 
At the meeting of the Sovthern Chapter of the 
American College of Chest Physicians, held con- 
jointly with the Southern Medical Association at 
St. Louis, November 12 and 14, the following doc- 
tors were registered from North Carolina: 
Dr. H. L. Seay, Huntersville, 
Dr. M. D. Bonner, Jamestown. 
The following officers have been elected by the 
Southern Chapter of the College: 
President, Alvis E. Greer, M.D., Houston, Texas. 
First Vice President, Carl C. Aven, M.D., Atlanta, 
Ga. 
Second Vice President, Paul A. Turner, M.D., 
Louisville, Ky. 
Secretary-Treasurer, Benjamin L. Brock, M.D., 


Waverly Hills, Ky. 





SOUTHERN SECTION, AMERICAN FEDERATION 
FOR CLINICAL RESEARCH 


A two day meeting of the Southern Section of 
the American Federation for Clinical Research is 
being planned. The meeting will be held in Dallas 
the latter part of January, 1945. 

Investigators wishing to present papers, please 
submit an abstract of not over 200 words to the 
Chairman, Dr. Alfred W. Harris, 812 Medical Arts 
Building, Dallas 1, Texas, by January 1, 1945. 
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THE CHICAGO MEDICAL SOCIETY 


SECOND ANNUAL CLINICAL CONFERENCE 

The Chicago Medical Society is holding its Sec- 
ond Annual Clinical Conference at the Palmer 
House, Chicago, on February 27-28 and March 1, 
1945. The sponsoring of this annual clinical con- 
ference for physicians of the Middle West has be- 
come an important function of the Chicago Medi- 
cal Society following its inauguration last spring. 

Chicago is a great medical center, probably one 
of the world’s greatest, with abundant clinical ma- 
terial and clinicians of national reputation. The 
program presented at the first conference, last 
spring, was enthusiastically received by the several 
thousand physicians who attended. The Committee 
is already under way in securing speakers on im- 
portant subjects for the 1945 conference. Exhibits, 
both technical and scientific, will be greatly in- 
creased. 

Further information will be given later. 





NEW QUARANTINE BRANCH 

A Quarantine Branch in the Epidemiology Divi- 
sion, Preventive Medicine Service, has been estab- 
lished under the direction of Lieutenant Colonel 
Phillip T. Knies, Army Quarantine Liaison Officer. 
Close cooperation will be maintained with the Pub- 
lic Health Service, the Navy, and other Government 
agencies concerned with quarantine. 

The new program, which aims to extend precau- 
tionary measures throughout the Army’s far-flung 
routes of travel, is part of the Medical Depart- 
ment’s continuing battle against disease, which has 
given this country the healthiest fighting forces in 
the world and the healthiest soldiers in any war in 
history. 

Whereas quarantine in the past has depended 
mainly upon examination of passengers and cargo 
on arrival, the new Army quarantine policy takes 
advantage of the Army immunization program, the 
constant medical supervision of the soldier, and new 
methods for the control of insects and rodents. In 
addition, the Army will continue to cooperate with 
civil agencies in the enforcement of existing restric- 
tions against the importation of many plants, ani- 
mals and curios which might harbor diseases or 
pests. 

Future development in the field of quarantine, 
according to the report submitted by the Inter- 
departmental Quarantine Commission (which _in- 
cluded representatives of the Army, Navy and Pub- 
lic Health Service), will feature greatly improved 
methods for the international notification of disease, 
along with improved health certification of travel- 
ers. The extensive military program now being de- 
veloped is expected to go far in demonstrating the 
value of new methods growing out of wartime med- 
ical progress. 





STRENGTH OF THE ARMY MEDICAL 
DEPARTMENT 


In connection with the recent announcement that 
the Army is no longer recruiting physicians, the 
following figures are of interest: 

The Army Medical Department has grown from 
8,010 at the beginning of World War I until it now 
numbers 680,891. Of this number approximately 
44,651 are in the Medical Corps, 14,948 in the Dent- 
al Corps, 2,012 in the Veterinary Corps, 2,364 in the 
Sanitary Corps, 15,078 in the Medical Administra- 
tive Corps, 59 in the Pharmacy Corps, 40,305 in the 
Army Nurse Corps, and there are 559,327. enlisted 
men, 813 Physical Therapy Aides, and 1,334 Hos- 
pital Dietitians. 
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Pay ALLOWANCES FOR WOMEN 
MEDICAL OFFICERS 

Legislation under which women officers of the 
Army Medical Corps will be entitled to receive the 
same pay allowances for their dependents as are 
paid to all other commissioned personnel of the 
Army became. effective on October 1. 

An act authorizing the commissioning of women 
physicians in the Medical Corps was approved in 
April, 1943, and provided that they should “receive 
the same pay and allowances and be entitled to the 
same rights, privileges and benefits as members of 
the Officers Reserve Corps of the Army.” The Comp- 
troller General subsequently ruled that they were 
not entitled to allowances for dependents. 

The new law, designed to meet the Comptroller 
General’s objections, is not retroactive to the date 
of women officers’ commissions. The dependents for 
whom allowances may be paid are “husband, a child 
or children, or a parent or parents in fact depend- 
ent” upon the officer “for their chief support.” 

Approximately 75 women have been commissioned 


to date in the Medical Corps. 





AUXILIARY 


TO ALL AUXILIARY MEMBERS 


To each of you I send Christmas Greetings 
and wishes for a brighter and happier New 
Year. 

May the good friendships and close asso- 
ciations gained through the Auxiliary con- 
tinue to prosper. 


Mrs. JOHN T. SAUNDERS 
President. 





MEETING OF THE BOARD 
OF DIRECTORS 


On October 19, 1944, the fall meeting of 
the Board of Directors of the Auxiliary to 
the Medical Society of the State of North 
Carolina was held at Sanatorium, at the 
home of Dr. and Mrs. P. P. McCain. 


Mrs. McCain in traditional manner wel- 
comed the seventeen members of the board, 
two county auxiliary presidents, Dr. Rachel 
Davis, Dr. Reece Berryhill and Mr. E. B. 
Crawford, and entertained them at a deli- 
cious luncheon. 

The president, Mrs. John T. Saunders of 
Asheville, presided at the meeting. She 
urged that all members cooperate with the 
county medical societies in ways suggested 
and work diligently toward increasing our 
membership and our bed funds. 
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Mr. E. B. Crawford of Chapel Hill, Exec- 
utive Director of the Hospital Saving Asso- 
ciation, Inc., at the suggestion of Dr. Paul 
Whitaker made a very interesting talk to 
the members about the Blue Cross Plan. He 
explained the advantages of such a plan to 
the laymen, hospitals and doctors. 

Reports were given by the chairmen of 
the standing committees and the councilors. 
They presented their plans for the year’s 
work and urged cooperation from all county 
auxiliaries. The reports of the chairmen of 
beds indicate our continued interest in these 
projects. The minutes of the meeting have 
been sent to all board members. 

Dr. Davis of Kinston, Advisory 
Chairman, brought greetings from the State 
Medical Society. Through her sympathy and 
understanding she made valuable sugges- 
tions. 

The following were present: 

Mrs. John T. Saunders, Mrs. C. C. Belcher, 
and Mrs. S. S. Atkins of Asheville; Mrs. E. 
C. Judd, Mrs. M. D. Hill, Mrs. A. C. Bulla, 
and Mrs. T. L. Umphlet of Raleigh; Mrs. 
Joseph A. Elliott, Mrs. Harry Winkler and 
Mrs. W. M. Summerville of Charlotte; Mrs. 
Harry L. Johnson and Mrs. Rigdon Dees of 
Greensboro; Mrs. J. Buren Sidbury and 
Mrs. E. P. Walker of Wilmington; Mrs. 
Reece Berryhill of Chapel Hill; Mrs. A. L. 
O’Briant of Raeford; Mrs. J. L. Fritz of 
Asheboro; and Mrs. Reuben MacBrayer of 
Sanatorium. 


BOOK REVIEWS 


— 


Board 





Surgical Disorders of the Chest. Diagnosis 
and Treatment. By J. K. Donaldson, B.S., 
M.D., F.A.C.S., Major, Medical Corps, 
Army of the United States; Diplomate 
American Board of Surgery; Associate Pro- 
fessor of Surgery and in Charge of Thor- 
acic Surgery, University of Arkansas 
School of Medicine. 364 pages. Price, $6.50. 
Philadelphia: Lea and Febiger, 1944. 


This compact volume contains a _ tremendous 
amount of information concerning the surgical dis- 
orders of the chest. The book fulfills, in a very ad- 
mirable way, the purposes which the author set out 
to accomplish—that is, it provides for general prac- 
titioners, general surgeons, medical students, resi- 
dents, and interns a somewhat epitomized volume 
dealing with fundamental advances in the treatment 
of the diseases of the chest. The book is brief, but 
complete and to the point. In this reviewer’s opin- 
ion, it is a very valuable addition to the literature 
of chest surgery. It is recommended highly for the 
use of those physicians mentioned above. 
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Modern Clinical Syphilology. By John H. 
Stokes, M.D., Prof. of Dermatology and 
Syphilology, School of Medicine and Grad- 
uate School of Medicine, University of 
Pennsylvania; Director, Institute for the 
Control of Syphilis, University of Pennsyl- 
vania; Herman Beerman, M.D., Sc.D. 
(Med.), Asst. Prof. of Dermatology and 
Syphilology, School of Medicine and Grad- 
uate School of Medicine, University of 
Pennsylvania; and Norman R. Ingraham, 
Jr., M.D., Asst. Prof. of Dermatology and 
Syphilology, School of Medicine, Univers- 
ity of Pennsylvania. Third Edition, reset. 
1332 pages with 911 illustrations. Price, 
$10.00. Philadelphia and London: W. B. 
Saunders Company, 1944. 


The current revision of this book is most wel- 
come. The therapy of syphilis has been undergoing 
a revolution since the advent of penicillin, and this 
revision, the first in ten years, brings the knowl- 
edge concerning the use of this drug up to date as 
of July, 1944. The over-all size of the volume is 
reduced, but the number of pages is the same as in 
the last edition. The publishers are to be particu- 
larly commended for maintaining the standard of 
quality in paper and excellence of reproduction. 


The helpful summarizing charts for the use of busy 
practitioners and the case study illustration tech- 
nique used in previous editions are retained. It is 
very difficult to produce a book to serve the needs 
of practitioners, students, and specialists, but the 


authors and their associates have succeeded admir- 
ably in doing this. The book remains preeminent in 
its field as the best reference on this very variable 
disease. 





Principles and Practices of Inhalational 
Therapy. By Alvan L. Barach, M.D., As- 
sociate Professor of Clinical Medicine, Co- 
lumbia College of Physicians and Surgeons. 
215 pages. Price, $4.00. Philadelphia: J. B. 
Lippincott Company, 1944. 


This book admirably summarizes the available 
knowledge on the application of the inhalation of 
gases to the treatment of various disease processes. 
The excellent discussions of pathologic physiology 
give the background necessary for proper under- 
standing of the treatment described. Neglected and 
new techniques of great interest—such as the use of 
nositive pressure in pulmonary edema due to nox- 
ious fumes, or in asthma—are discussed. The possi- 
bility of achieving, by equalizing chest pressure 
therapy, a vreater degree of rest of the lungs in 
patients with nulmonary tuberculosis than has been 
possible by collapse measures warrants further in- 
vestigation. The chapters on asthma and emphvs- 
ema are particularly well done. The suggestions for 
prevention of pvostencephalogranhic headache should 
decrease the distressing symptoms resulting from 
this procedure. The exact directions for procedures 
are given in detail. The bibliography is excellent 
and includes publications up through 19438. It was 
amazing to find how many original experiments the 
author himself has done. Technical methods for 
analysis of gases are included. The only drawback 
may be a slight tendency toward over-enthusiasm 
in the inhalational treatment of certain disease 
processes. 
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Operations of General Surgery. By Thomas 
G. Orr, M.D., Professor of Surgery, Uni- 
versity of Kansas School of Medicine, Kan- 
sas City, Kansas. 723 pages with 1396 step- 
by-step illustrations on 570 figures. Price, 
$10.00. Philadelphia and London: W. B. 
Saunders Company, 1944. 


This is an excellent one volume text of operative 
surgery for the general surgeon. 

There is a brief discussion of the fundamentals 
of wound healing and of the factors influencing this 
process. Some of the elementary considerations in 
the choice of suture material are taken up briefly. 

Chapters are devoted to amputations, plastic 
procedures on the extremities, the thorax and res- 
piratory system, and the circulatory system. 

Brief descriptions of the various types of inci- 
sions and methods of closure in abdominal surgery 
are followed by a discussion of the digestive sys- 
tem, beginning with the mouth and including such 
subjects as operations on the stomach, small bowel, 
colon, rectum, and gallbladder. 

A generous portion is devoted to discussions of 
the bones and joints and of the nervous system. 
The genito-urinary system is covered adequately for 
the general surgeon, and a final chapter is devoted 
to gynecological surgery. This is a most interesting 
and valuable addition to a monograph purporting 
to cover the field of general surgery, for most books 
do not include this subject. 

The entire book consists of brief and concise but 
remarkably clear descriptions of accepted operative 
procedures accompanied at times by general consid- 
erations of the procedure described. The book is 
profusely illustrated with drawings which show the 
operative procedures in greatest details. 

In all aspects it is a worthwhile contribution to 
surgical literature, and the reviewer heartily recom- 
mends it to all general surgeons. 





Functional Disorders of the Foot. By Frank 
D. Dickson, M.D., Associate Professor of 
Clinical Surgery, and Rex L. Diveley, M.D., 
Providence Hospital, Kansas City. 352 
pages. Price, $5.00. Philadelphia: J. B. 
Lippincott Company, 1944. 


This book contains a great deal of helpful in- 
formation on a much neglected subject. It is pre- 
dominantly a review of clinical observations. A 
minimum of space is devoted to essential anatomy 
and physiology. The book is illustrated with x- 
rays, line drawings, and photographs of patients 
showing the various disorders affecting the foot. 
The use of short summaries at the end of chapters 
is a helpful addition. The chapter on “The Foot in 
Relation to Industry” contains many interesting and 
little known facts, such as the problem of static 
electricity with the use of wool socks and non- 
conducting soles in chemical industry. This book 
should prove invaluable in educating physicians 
concerning a phase of medicine which is now in the 
hands of laymen or of quacks and where ignorance 
is profound. The physician should see that his fav- 
orite shoe salesman has access to the contents, 
since a chapter is devoted to the correction of de- 
fects through the use of proper footwear. Adequate 
diagrams of techniques for strapping to relieve 
foot strain or injury are given, and exercises to 
strengthen weak feet are detailed. 
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Gynecological and Obstetrical Urology. By 
Houston S. Everett, A.B., M.A., M.D., Asso- 
ciate Professor of Gynecology, Johns Hop- 
kins University; Associate in Gynecology, 
University of Maryland; Assistant Visiting 
Gynecologist, Gynecologic-Cystoscopic Clin- 
ic, Johns Hopkins Hospital; Visiting Gyne- 
cologist, Church Home Hospital; The Hos- 
pital for the Women of Maryland; Union 
Memorial Hospital. 515 pages. Price, $6.00. 
Baltimore: The Williams and Wilkins Com- 
pany, 1944. 


This valuable new monograph represents an en- 
larged edition of the section on “Female Urology” 
which Dr. Everett wrote for Novak’s Textbook of 
Gynecology. The subject is covered much more 
thoroughly and in a clear, concise manner. 

Dr. Everett has considered chiefly the diagnosis 
of urological diseases, and has carefully reviewed 
the diagnostic procedures necessary in any case. 
He carefully describes the technique of the Kelly 
method of urological examination, and gives ade- 
quate consideration to its advantages. 

In general, the text completely and satisfactorily 
covers every urological lesion which is encountered. 
The subject matter is divided into a desirable work- 
ing system of anatomical and functional lesions. 

The illustrations are excellent and numerous 
enough to show clearly the gross, microscopic, and 
x-ray findings in the various urological lesions en- 
countered. There is a complete discussion of the 
treatment of each lesion considered. 

The chapter on the relation of female urology to 
allied specialties could be enlarged, with more em- 
phasis placed upon the frequent relationship be- 
tween urological disease and pelvic and abdominal 
symptoms. The reviewer finds urological lesions 
present in at least one-third of the patients who 
present themselves with pelvic complaints. 

This book is highly recommended to the general 
practitioner, and to the specialist. 





Elements of Bacterial Cytology. By Georges 
Knaysi, Professor of Bacteriology, Cornell 
University. 209 pages. Price, $3.50. New 
York: Comstock Publishing Company, Inc., 
1944, 


This small volume critically examines the knowl- 
edge acquired over a period of years in funda- 
mental research on the bacterial cell as a living 
organism. The extreme importance of this biologic 
approach can be recognized when it is realized that 
these findings will serve as a basis for future ad- 
vances in chemotherapy. It is amazing to discover 
how much was accurately learned by means of the 
ordinary microscope with visible light as the source. 
The electron microscope has led to confirmation and 
extension of these findings. Many excellent electron 
micrographs are found in the book. The volume 
should prove an invaluable stimulus to bacteriolo- 
gists, and especially to those who are teaching and 
conducting research. 





An Introduction to Public Health. By 
Harry S. Mustard, M.D., Director, and Pro- 
fessor of Public Health Practice, Columbia 
University. 283 pages. Price, $3.25. New 
York: The Macmillan Company, 1944. 


This short volume is, in essence, an outline of 
the problem of public health and the proper ap- 
proach to an adequate program. It is written from 
a very common sense point of view and is accurate 
in factual statements. This book should be required 
reading for health educators in schools, nurses, and 
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especially for public health workers. This should be 
an ideal volume to place in the hands of public 
health officials and laymen who are on the boards 
of private or public charitable organizations to give 
them a better understanding of the problems. It 
should prove to be an excellent text for college stu- 
dents as well as for medical students. 





The War and Mental Health in England. 
By James M. Mackintosh, M.D., Professor 
of Preventive Medicine, University of Glas- 
gow, 91 pages. Price, $.85. New York: The 
Commonwealth Fund, 1944. 


This small volume of delightful informal essays 
gives remarkable insight into the thinking of people 
who have been very close to the war. It is surpris- 
ing that the frank expression of the opinions and 
impressions of a general population was allowed to 
pass war-time censorship. The medical and social 
problems involved in the placement of evacuated 
children are well discussed. It is shown that the 
health of the industrial worker required more at- 
tention than was anticipated. The impact of the 
disorganization on older people has not received 
attention in the lay press. The difficulties in the 
evacuation of persons bombed out of their homes 
and the impossibility of solving these problems at 
a distance from the people involved, where human 
reaction cannot be seen, are pointed out. This book 
should be required reading for psychiatric and so- 
cial workers. 





Iu Memoriam 


JOHN KERR PEPPER, M.D. 


Man travels down the highway of life but once, 
and as he travels that road, he leaves footprints of 
his own progress. When his journey is over, the 
important question is not, “Where or when did he 
travel?” but “How did he travel?” He may depart, 
but his footprints—that is, his deeds—are irremov- 
able. He is remembered not for himself, but for his 
accomplishments and their value to humanity. 

John Kerr Pepper was a happy combination of 
what makes a worthwhile man. He was down to 
earth and human in every sense of the word. He 
had a keen sense of humor, a ready wit, a genial 
smile, and a warmth of disposition that endeared 
him to those who knew him. He had the proper 
proportion of dignity and humility that befits a 
gentleman. His heart was as big as the soul of 
humanity he served so well. Being a man of sensi- 
tive conscience and great integrity, he suffered 
when his patients suffered, grieved when they 
grieved, rejoiced when they rejoiced. 

Those whom he served so well were mindful of 
his unselfish, untiring and enduring deeds and re- 
warded him accordingly. He was honored by the 
medical profession. He was rewarded by the Chris- 
tian faith he professed. He was loved and respected 
by society, of which he was a worthy member. 

His mortal self has departed. But his greater self 
—his spiritual self—remains forever in our midst. 
The fruits of his labors, the strength of his char- 
acter, the power of his influence remain undimin- 
ished—a living monument to a man who once lived 
and lived well. 

And so, John Kerr Pepper, we who live salute 
you in death. 

(Signed) E. H. SPAINHOUR, M.D. 
Forsyth County Medical Society 
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JENERAL ELECTRIC MEDICAL PRODUCTS 
COMPANY 

The General Electric X-Ray Corporation and the 
International General Electric Company have 
formed the General Electric Medical Products Com- 
pany. As of November 1, 1944, it takes over the 
extensive export interests, including overseas affili- 
ates and subsidiaries, of the General Electric X-Ray 
Corporation, for whose products it will serve as 
exclusive distributor outside the United States and 
Canada. 

The main office of the General Electric Medical 
Products Company will be at 2012 Jackson Boule- 
vard, Chicago 12, Illinois. A New York office will be 
maintained at 205 East 42nd Street, New York 17, 
i 





$34,000 IN WAR BONDS AS PRIZES 


for the best art works by physicians, memorializ- 
ing the medical profession’s “Courage and Devotion 
Beyond the Call of Duty” (in war and in peace). 

This prize contest is open to any physician mem- 
ber of the American Physicians Art Association, in- 
cluding medical officers in the armed forces of the 
United States and Canada. 

Full information available on request of the spon- 
sor, Mead Johnson & Co., Evansville, Ind., U.S.A. 
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BORDEN AWARD 

“For outstanding achievement in research in nu- 
trition of infants and children,’ Dr. Harry Gordon, 
assistant professor of Pediatrics and Dr. S. Z. 
Levine, professor of Pediatrics, at the Cornell Uni- 
versity Medical College were joint recipients of the 
first annual Borden Award to be administered by 
the American Academy of Pediatrics. Presented at 
the Academy’s Wartime Conference on Child Health 
in St. Louis, Missouri, the award was made for 
metabolic studies on the nutritional requirements of 
premature and full-term infants. These studies con- 
tribute a physiologic basis for individualized feed- 
ing. 

The Borden Awards which carry with them a 
commemorative gold medal and $1,000 were estab- 
lished in 1937 to encourage and give recognition to 
scientific research in the fields related to the food 
industry. They are administered by seven scientific 
associations. 





Dr. Theodore G. Klumpp, president, Winthrop 
Chemical Company, Inc., New York and Rensselaer, 
N. Y., announces the appointment of Major Law- 
rence Tiller, formerly of the Chemical Warfare 
service of the U. S. Army, as executive assistant 
to the president. Major Tiller will make his head- 
quarters at the company’s main offices, 170 Varick 
Street, New York. 
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Special Policy Kor Members 
of the LVorth Carolina 
Medical Soctety 


A Lifetime Payment Policy with Lifetime Benefits. 
Approved by the Insurance and Executive Com- 
mittees of the North Carolina Medical Society 


No Terminating Age 
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@ Full waiver of premium for total permanent disability. 

@ Policy pays regardless of whether disability is immediate. 

@ Policy does not terminate at any age such as 65 or 70. 

@ Monthly benefits, $100.00: Double indemnity, $200.00. 

@ Additional benefits while in hospital or nurse’s care at home. 


@ Accidental death benefits, $5000.00: Double indemnity, $10,000.00. 


World Insurance Company 


710-11 Nissen Building WINSTON-SALEM, N. C. 
C. M. Hooper — MANAGERS — _ Swift Hooper, Jr. 


PLEASE SEND COMPLETE 








INFORMATION RELATIVE TO | NAME si 
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